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PRE 



This, report is the product of a two-and-one-.half ^ > 
year feasibility study and initiaJL planning project, carried 
out under a contract between the U. S. Department of Health, * 
Education, and Welfare (Bureau of Health Resources Development) 
and the University of the Pacific (UOP) at Pacific Medical 
Center (PMC) in San Francisco. Initial support was given by 
PMC and supplemental support was extended by UOP. The intention 
of this study was to develop and examine the concept of a new 
kind of interdisciplirtary school of health professions. 
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This report describes the School of Health Professions 
(SHP) and specifies the requirements for, its implementation. 
The views expressed in this document are those of the project 
staff, and do not necessarily represent the official position 
of the Department of ^Health^ Education, %jid Welfare. 
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lOTRDDUCriON 

Anew School of Health Professions, the subject of this report, 
represents an evolutionary OTiovation in health professi ons education r 
- I^^^'^a^' ^)€^n de^ commonly recogfiized deficiencies in 

the education of health professionals and in the conten5)orary delivery 
of health care. The School focuses on primary health care, inter- 
professional education and care-deliyeiy, and self -paced curricula. It 
is the express aim of the Sdioal to establish an environment in \ihich 
learning and teaching are stimulating, creative, and humtoizing 
experiences . 

The major features of the new School of Health Professions include 

• A variety of kinds of health professionals educated 
together in one school by one faculty; * 

• A GOirriculum focused on primary care, with itost 
clinical traiiiing to ocoir in aiibulatory-care 

" ' setting's7~iirclQdiT[g~onen^ clL i lcal u iil s — 



to be developed by the School; 

A faculty trained, to have teaching as well as health- 
care delivery and research skills; 
Faculty eiiployment based upon continuing excellence in 
performance of educational, patient care, and research 
responsibilities that are outlined in contracts between 
each faculi^y member and the School; 
A. team- learning setting that provides, students in the 
various professions with opportunities to develop inter- 
personal and interprofessional relationships and to 
practice communication skill^.in the context o£ pertinent 
patient problems; -^j 
A modular curriculum organized around specific patient 
problems and professional tasks; 
A curriculum that recognizes individual differences 
among students and provides increased student responsi- 
bility for learning through peimtting students 
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flexibility in the sequencing and pacing o£ their 

leaining activities; 

t ' A conprehensive evaluation system that includes, self - 

^ evaluation and is .designed to provide rapid feedback 

' as part of the educational process ; 

• Student progress evaluated on thp basis of ccmp^tence in^ 

.problem-solvi ng in the context o f' specific kinds of 

patient-care situations. 
/- • 

The" School's response to some-o£-the major problems in 'contenporaiy 
health- care delivery and health professions -education follows: 

\. HEALTH CARE PRDBIBB • . ' ' 

INDIVIDUALS' NEEDS FOR PRIMARY, COMPREHENSIVE, PATIENT-CENTERED 
, HBALTH-'CME 'SEHVICES HAVE BBElf lUSGLECTED WITH THE INCPEASBD 
SPECIALIZATION AMONG HEALTH-CARE PROVIDERS. * * 

The Sdiool of Health Professions will educate students to deliver 
-primary healtli carti --Uid L Is, Lu p rov ide t he -icinds ^f"he'glthrsefvic^ — 
that are necessary to prevent and resolve frequent, eveiyday hdalth- 
-CAi:e_pj33blems. Primary-care professionals have the first contact with 
a patient as he enters the health- care delivery system, and assun© 
responsibility for that patient's continicus, on-going care, (including 
referrals to other professionals and specialists, as needed), Primaiy- 
care providers focus on the. total'patient as a human being rather than 
on isolated organs-6r-disabilities . ' - . . < 

The ra^ii proliferation of new categories of health-care providers, 
in cojifcination with outmoded methods of ^anizing health-care delivery 
has frequently prevented various professionals from understanding 
one another's responsibilities and capabilities and from recognizing the 
ways in ;Aich they can advantageously work together as. a team to 
improve patient care. 

The concepts and practice of interprofessional conmunicatibn. 
cooperation, and team work can be effectively fostered by their being 
introduced at, the student level.^ The School of Health Professions 
curriculum is constructed around interprofessional educational and 
patient-care experiences. SHP's instructional modules, based largely 
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on primary-care patient problems, will incorporate the appropriate 
professional roles for each of the categories of health professionals 
educated vdthin the School; when the skills of various health professionals 
are needed to prevent or resolve a primary health-care problem, their 
respective fCleS-and interactions will be reflected in the^^ared learning 
^^'^experienees-^ncoTporate^' ih'Ea^eacIr i n st r uc t i^ ^^ • 

Interpersonal and interprofessional communication skills are 
essential to the humanistic. delivery of health care/and they will be 
an integral p^t of the SHP curriculum. Students will have to 
demonstrate conpetence' in communication skills in order to graduate. 

The School '^emphasis on team health-care delivery is reflected in 
several ways: 

- By creating one School with one faculty conposed of 
"^l^ipl® kinds of health professionals; { 
I ' Wfi By having the clinical faculty practice in teams; 

*- By providing multiply team (i.e., interprofessional) 
ski 11 -development experiences, and by requiring 
-slxrientsr^c^deironstrate Telated~coi^^^^ ~ " 
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• By distributing educational ^decision-making 

responsibility aiDong faculty representative^ of all of 
the health professions educated in the School. 

II. PROBLEMS IN HEALITI PROFIiSSIONS EDUCATION 

THE CURRICULAR CONTENT OF HEALTH PROFESSIONS SCHOOLS IS 
FREQUENTLY ONLY INDIRECTLY RELATED TO THE KINDS OF HEALTH-CARE PROBLEMS 
THAT STUDENTS WILL FACE UPON GRADUATION. 

. The SHP curriculum will be constructed using data concerning 
primary health-care problems and the professional tasks and knowledge 
needed to resolve these problems'. Thus, it will reflect the primary- 
care problems with which students will be confronted as practitioners. 

Basic science information, frequently taught without explicit 
regard for its^ application and with an emphasis on recall alone, will 
be presented as the building blocks required to prevent or resolve 
patient problems. Students will be required to demonstrate conpetence 
iij the application of basic science information. The emphasis 

9^ '9 3 
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on its plication makes basic science information relevant to the 
practice of health care. 

The focus on patient problems also widens the scope 'of \Aat may- 
be considered as basic science information - to include not just 
biujiiedical sciences, but Uie social and behavioral sciences and the 
humanities as well. Ihese latter disciplines are viewed as basic to 
conpetent health- care delivery. . 

HEALTH PROFESSIONS CURRICULA ARE FREQUENTLY NOT ADAPTABLE AND 
RESPONSIVE ENOUGH TO CHANGES IN HEALTH-CARE NEEDS. 

SHP will institute a continuing audit of practitioners' records 
to determine shifts in society's primaiy health-care problems, and the 
curriculum will be periodically iq)dated to reflect the findings of 
this audit. The modular organization of the 5HP curriculum will 
facilitate the updating and revision in an incremental and non-dis- 
rtptive manner. 



- EXISTING PROGRAMS OF HEALTH PROFESSIONS EDUCATION-OFTEN^UNDi^R^ 
EMPHASIZE SEVERAL IMPOI^SANT LEARNING PRINCIPLES. 




Ihe curricular strulture of the School of Health Prof ess ions, will 
adhere to the following progressive principles of learning: 

• Students learn best vhen they are internally motivated. 
Students will be permitted and jencouraged to sequence 
their curriculum to the extent possible and advisable. 
They will be able to. participate in decisions involving 
• the organization and processes of their education. 
^ Students will have frequent '^oppoi^tuni ties to monitor, 

their own progress through self-evaluating techniques ' • 
incoiporated into each instructional module. ' 
* • Students learn at varying rates. The SHP cuiriculum is 

time-variable; students will be able, within a broad ' 
range of acceptable time periods, to adjust the, pace of 
their progress to their individual learning styles and 
. needs . 

Students leam best \hen they understand the objectives 
of their education. Each instructional module (i.e., each 



health- care problem studfe^) will include specific 
performance objectives. Throughout and at. the end of 
each module, students will be evaluated on their 
demonstrated conpetencies in performing these objectives. 

A STUDENT'S PROGRESSION THROUGH A HEALTH PROFESSIONS CURRICULUM 
IS OFTEN BASJED LARGELY UPON THE AMOUNT OF TIME HE SPENDS IN AN 
EDUCATIOlfAL ACTIVITY RATHER THAN UPON HIS DEMONSTRATION OF COMPETENCY 
IN THE APPLICATION OF SPECIFIC KNOWLEDGE AND SKILLS, 

The curriculum for each of the professionals educated by the 
School of Health Professions will be based upon a predetermined 
definition of the basic conpetencies required to function in the roles 
that each will later assume-^ a professional^ care-provider. A ' 
student's progress in the curriculum will be evaluated on the basis of 
his demonstration of conpetency and application of knowledge rather 
than solely on the basis of time spent. Frequent self -monitoring by 
students, and feedback and advising by faculty, will facilitate the 
evaltiation of each student's progress and.the early Tecogniilon and 
remediation of any learning difficulties encountered. 

^ FACULTY SELECTION AND PROMOTION IN, HEALTH PROFESSIONS SCHOOLS OFTEN^ , 
GIVES INADEQUATE EMPHASIS TO INDIVIDl>ALS' DEMONSTRATED INTEREST AND '^jp 
COMPETENCE IN TEACHING AND PATIENT'CARE . i 

- The faculty of the School of Health Professions will* be required 
to demonstrate competence in the various 'roles of teacher, adviser, and 
primary-care provider. Pacujty will receive training in educational 

' processes during an extensive orientation program and on a continuing 
basis during their employment. SHP's policies regarding faculty 
selection and promotion will stress excellence in education, while also 
recognizing patient- care and research competence. 

'-Faculty role models appropriate to the goals of the School's ( 

^educational program are of paramount importance during hc^th students' 
undergradua^te educational program. Therefore, the SHP faci2V be 
composed chiefly of primary- care practitioners from the several 
professions educated by the School; in the School's clinical settings. 



theV will practice in inteiprofessional teams^ 



' * * * 



^ The hod/ of tiiis report will elaborate on the concepts presented 
in this introduction and specify and evaluate the means for their 
inpleraentation. More detailed information is supplied in the 
Appendices in Volume II. 





HEALTH PROFESSIONALS TO K TRAINED 



CHAPTER SUMM\RY 



The School of Health Professions is designed to educate 
potentially any kin^ of health-care provider. Six have been chosen to 
comprise the initial student body: primary care physician, printary 
care dentist, nurse practitioner, clinical pharmacist, graduate social 
worker, and a, new type of profession^ herein nmed the health care 
coordinator (HCC) . Of the si^T, the social worker and the clinical \ 
pharmacist will receive only pairt of their education within .the School* 
Although in part arbitrary, the selection of these initial six types 
was based on the recognition that each possessed skills essential for 
primary care and could, together, compose a J^ogical care-delivery teamJ 
Programs for additional categories of providers can be added 4s 
necessary and desirable. ' 
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CHAPTER 1 



HEALTH PROFESSIONALS TO BE TRAINED 



I- THE SELECTION OF PROFESSIONS . 

To facilitate the planning of a multi-disciplinary schpol that 
incorporates many educational innovations, a limited nunber of 
professions had to be selected around which initial planning and 
implementation cou^d be focused. 

Six professions - all of which were determined to be^ appropriate 
to the School's focus on, primary ambulatory care and , on the team 
delivery of care^- were selected: 

To neceive* all of their professional education within SHP - 

* ' • Primary-Care Physician 

' • • Primary-^Care Dentist • 

Nurse Practitioner - , 

• Health Care Coordinator 

(a^new health professional category, defined below) 

To receive j[)nly part of their professional education at SIff - 

• Social Worker ... 

• Clinical Pharmacist 
. - « 

' Initially, many other professions were considered. The selection 

^ of the above six was made after consideration of the following factors; 

(1) current anjd projected health care needs; (2) health manpower needs?^; 

(3) poetical issues-} ^4) financial requirements; (5) professional 

licensure and accreditation; (6) employability of graduates; and (7) 

various factors pertinent to possible implementation of the School at 

UOP/PMC. ^ ' 

^*Tlie planning staff's analysis of the health manpower situation in 
XCalifomia was included in the interim report prpp^a^ for BHRD in 



November, 1973, entitled ^'Report qn a Feasibility SfBiy for. a School 
of Health Professions." , . " 
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II. DESCRIPTION OF THE SIX PROFESSIONALS 

It is iniportant to note that all graduates of SHP will be com- 
petent to participate, as is ^ropriate to their respective pro- 
fessions, in the prevention and resolution of patients' frequent, 
'Everyday" health-care problems. Priraary-care providers \dio graduate 
from SHP will be able to assume responsibilities in the provision of 
ongoing and coordinated care. The SHP' s enphases on the team delivery 
of care and on carnrainicatian skills will ensure that graduates' focus 
will be on the total patient. 

A. Primary- Care Physician 

The physician graduating from the SHP will be con5>etent to assume 
responsibility for the prevention and management of a wide range of 
primary ambulatory-care medical problems as well as associated inr 
patient care. For unusually complex problems, the primary-care pKysi- 
cian will consult with', or refer a patient to, a specialist, but he 
will 'retain the responsibility for the continuous medical care of the 
patient. 

It appears quite likely that future M.D* graduates will be re- 
quired to spend at least three years in posj^graduate training pro- 
grams. Increasing numbers of post-graduate programs are being devel^" 
oped spfecifically in primary-eare areas (e.g., family practice , 
general pediatrics, general internal medicine). However, lAatever may 
be the future, SHP will prepare its M.D. students to be capable, i:5)on 
graduation from SHP, of carrying out the basics of primary care. 
Additional siq^ervised training will further refine the skills of the 
SHP M..D. graduate and satisfy licensure or other requirements. 

Students ^f or the M.D. program will be selected frcnn applicants. 
\Ao have met the licensure requirements of the state in which the 
School is established. * ' , ^ 

B. Primary-Care Dentist 

The dentist graduating from SHP will be one who provides primary 
dentkl care, rather than specializing in any one area of dentistry. 
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Hie characteristics of present dental graduates appear to be consis-, 

^tent with a career in primary care in that the general dentist is the 

first contact that the patient makes vAien seeing professional dental 

care, is responsible for providing continuous care, and is trained to 

provide preventive care. The use of expanded duty dental auxiliaries 

has enabled the primary-care dentist to beccHne increasingly more 

involved with the total health care of the patient and to have a 

greater responsibility for the care of th^ hea4 and throat areas. 

By Virtue of the SHP curriculum, which is organized around 

patient health problems and enphasizes a team approach to health care, 

the SHP. dental graduate will be able to identify a greater number of 

health-care problems and to manage them or, v^en necessary, to refer 
> 

them to Jhe appropriate practitioner. * . . 

Students for the D.D.S. program will be selected from applicants 
.v^o have met the licensure requirements of the state in v^ich the 
School is established.* 

C. Nurse Practitioner " vr* 

■ — 

The role of the nurse t)ractitioner is one that combines some of 
the functions, performed by physicians with sane of those character- 
istic o£ ^bulatory nursings Upon graduation, the nurse practitioner 
student will be competent in the advanced clinical skills needed to 
perform such functions asT triage; providing patient-education; per- 
forming conplete, systematic health assessments; providing pre-natal,^ 
post-partum, and well-baby^are^;.jj^aging minor acute and sin5)le 
chronic illnesses according to p^determined protocols; and managing - 
routine well-patient preventive nfedicine. 

Students admitted to the nUf^h practitioner curriculum will be 
registered nurses, though ndt ^eicessarily^raduates of a' baccalaureate 
program. Most will have had ^^ing experience in primary-care 
settings. ^ 

*The precise relationship that would exist with the University o£ the 
Pacific School of Dentistry if SHP were inplemented at UOP/PMC remains 
fo be determined; however, assiiming that the SHP dental program ^s 
accreditation and acceptability for licensure would 'derive from the 
UOP School of Dentistry, students admitted to the SHP dental program 
will need to be mutually acceptable to the two Schools. (Further dis- 
cussion of accreditation and licensure is found in Chapter 10.) 



• D» Health Care Coordinator: A New Health Professional . ' . v 

The SHP proposes to define and' educate, a n^w'kind' of health ,' • ' , •, 
professional that has been named a 'Ihealth care coordinator" '(HX). The- 
need for this profession arises from the grofwing ccii5)lex}.ties of thk 
•health care system, a:^ the accaJ5)anying need for strengthening the ' 
continuity 'of individuals heaitbKrare services . * 

Sinqjly stated, the HCC will introduce a patient to the health-care 
system and make certain that the patient receives the full range of* 
health services he requires. This role will -include those functions 
' related to accessibility not perfomed gystematically by any one health 
professional. ' ' . • ' , ' ' 

The HCC will have 'a case lo^dpf 'patients, and<r dep^ding'upon the 
specific health- care. setting (e.g., HNto-^b setting, groi^- practice)^ . 
the duties of . the HCd^at the time of hi? initial contact with a patient, 
could enccmpass: regii-^ering the patient, informing hiin lof available 
services, detemining \A\0'th&c financial ,guidance is hqce?sary, and, , - ' 
in general, becoming a contact in' the health-care system. that will , ^ :/ 
remain constant and availablef to the patien.ti " ' ; • 

Once the patient has been introduced into the system, the HC^C's / 
, duties could include tiie following: securing medical records' from ^ ^ ' 
other sources (e.g., hospitals), checking on' con5)leten0si5 of the 
jnedical record and arranging for the ^propriate additions, and, ih 
general, responding to patients' needs with reinforcement of iherapies 
and information about relevant resources for the patient (e.g., \ 1 
financial counseling, social and psychological services, etc.'). In ' ' 

essence, the job of the HCC will be to attend to the administrative . ' 

needs of the patient, acting as a constant coijtact'in the system' and as . 
a pivotal point to facilitate a wide usage of available 'resources. 

*Ihe planning staff is concerned about the cjeation.of new 'health* 
professional categories, and particularly about the potential 
enployability of the health care coordinator. With the increase in 
group practices aid health maintenance organizations, and with^ the 
advent of nationalized health insurance, the availability of enploy-^ - 
ment opportunities for individuals with the specific skills of the HCC 
should be quite high. Furthermore, it is likely that persons seekipg 
HCC training will have been practicing medical assistants-, dental 



assistants/ medical receptionists, orderlies, etc., prior to their 
isnrollment in the School's HCC prograra; this previous experience, in 
addition to theif SHP traixhing, should secure theii: enployability. 

It Will be essential to further' investigate the role of tiiis new " 
health nfofessiofial prior to training the HCC 'in the Sdiool. A pilot 
project has been designed^ to determine which functions should be 
incJuded in the .role of the IICC and whether these functions can be ' 
coupe tently performed by one health professional. This study or a 
conparable one must be completed before the curriculum for the HCC can 
be determined. * - * * 

E, Social WorkeY 

The social worker will be trained in psycho-social skills and will 
, provide the needed linkage between the patient and .yarious conmunity 
resources and medical facilities. TTie decision was 'made to educate 
graduate rather than undergraduate social woric students becaiise masters- 
degree social woricers are able to deaNas independent professionals with 
health- related problems, especially psycho- social and aon-organic ones. 

Social work students will receive only part c3^Stheir educatioa at* 
the School of Health Professions.. Arrangements w£^ be made with local* 
graduate schools of social work to allow some studShts to receive 
their, clinical field Vork at StIP, utilizing the Sdiool's clinical 
facilities, while receiving their degree from the graduate sdiool to 
whidi they were admitted. , Graduate spcial wofk programs include 
instruction in communication skills and recognize and enphasize the 
• n^ed for social workers to interact effectively with otiier health 
**pTofessidnals . TKe^refore, their students should have little 
difficulty in adapting to the SHP program even though they do not 
receive their coi^lete professional eduG^tic&i in it. 

F. Clinical Pharmacist 

The clinical pharmacist;, having considerable professional 
e:4>ertise in drug tlierapy and j)athoph>^sioiogy and ready access to tihe- 
patient^s' health' record, is a valuable member of a professional team 
providing "primary car;ij^ Sorn^ of the functions of the clinical 



pharmacist i/iclude providing current drug information to the health- 
care provider an5 consumer at' the time drug therapy decisipns are being 
made, and n^nitoring the patient's drug therapy. 

Like the social work student, pharmacy students will receive only 
part of their training at SHP. If SHP is inplemented at UOP/PMC, 
students for the -SHP program: will be drawn from those students in the 
UOP School of Pharmacy's Doctor-of-Phaimacy' program (clinical 
pharmacy specialization) vAio are interested in receiving their clinical 
internship experience at SHP. \ 

INCORPORATING ADDITIONAL PROFESSIONAL CATEGORIES 
? ^ AND PROGRAMS INTO THE CURRICULUM 

The^School of Health Professions has been j^lanned- to accomapdate 
additional professional training ^ programs and continuing education 
programs in response to changing health- care and health manpower needs. 
There are at least three additional .categories of health professionals 
that could be added to the School : those concerned with primary care 
|e.g., podiat^rist) ; those associated with an assistant or associate-level 
training (e.g. ,^ dental assistant) ; and those associated with secondary 
|br tertiary caye (e.g., medical technologist). Continuing education 
pjrogr^ could also be added. i ^ 

y Additional programs can be added to the School with relative ease 
/ .be^cause the curriculum is centered around health-care problems and 
^/professional tas^ks, instead of traditional courses. Incorporating new 
, progragis wpuld not require developing new courses or new schedules . 
' Instead, the following major steps would apply 'to i^coiporaling any 
' new program into tlie School of Health Professions curriculum. They are 
applicable to the addition of any category of health professional: 

• Acquiring data to provide initial estimates of the 
type, prevalence, and priority of health- care 
problems faced by practitioners of the giVen professions 
and coirparing them with SHP's already existent probJ^m 

^ list; • , y ^ 
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» Identifying the tasks for the prq)osgd professional 
and comparing them with the School ^s already existent 
task lists; . / 

• Designing additional curricular modules and/or adding 

the functions of the health *prof ess ional categcAy to 

/ 

existing modules, as appropriate; ^. ' 
Modifying the con^osition of the School's health- 
delivery, teams in the School's anfculatory care 
.settings; 

• ^Meeting pertinent accreditation, and licensure 

requirements* 
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CHAPTER SUMMARY 

* The curriculum is designed to prepare students to deliver the 
specific kinds of primary-^care services required in their professional 
practice. Consequently f the curriculum centers around each student's 
learning and demonstrated mastery of explicit performance objectives 
_derived from the most common or preventable patient problems and the 
related professional tasks. The curriculum is time-variable. Both 
clinical and non-clinical learning experiences will be interprofessional / 
self'-pacedf and closely supervised by a faculty whose principal 
professional interests and competence lie in education for primary-- 
care. SHF-operated primary-care clinical units, in both urban and 
rural settings f will be developed to proy^ide high-quality patient care 
and a model learning environment for the students. The skills needed 
to communicate with patients and other health professionals f as well 
as the skills needed to be an independent and life-long learner are 
emphasized throughout the curriculum. The performance objectives for 
patient problems and professional tasks are grouped into individual 
learning modules f each presented by means of a multiprofessional study 
guide that includes description of the learning experiences f needed 
learning resources and the evaluation procedures. Study guides for 
hypertension, diabetes mellitus, and obesity have^ been developed as 
prototypes. 
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CHAPTER 2 • • - ■' 

' ' . ■ • 

curri.culOm ' ■. 

/ . * ^ . , 

I. lOTRODUCriON * , ^ ' • 

The major goal 'of the SUP curriculum is to prepare ^tudeilts to . 
deliver high-quality primaiy airbulatory. cate* Several assumptions have 
guided its development: ^ ' \ . 

• Conpetent health practitidnejs must bring ^proximately 
equal blends of humanism, scientific knowledge, and ' 
technical expertise to the care 'of patients . 

• Competent health professionals must have the skills 
^ * and motivation tp be continuous learners . 

• * Competent health professionals must be able to 
communicate and work well with each other and ^ati^ijis, and 
to deliver high-quality continuing and conprehensive 
care. . * 

• Each student learns best at his own rate and in his./ 
own way. 

• • The competence of a health professional cannot be 

assessed from evaluation of his knowledge alone; evaluation 
'must also include the frequent measurement of his 
performance in clinical settings. - ' 

/ * ' f ' ' 

To meet its goal, the curriculum was determined enpirica^ly by 

examining what is actually needed for practice and estimating the 

relevant background information needed for understanding. The 

si4)stance of the curriculip was derived principally from data ton the * ^ 

high-priority primary health-care problems that professionals face, 

and from the tasks that they perform while providing health care in 

ambulatory settings. 

The curriculum, based on these problems and tasks, will be 

organized into modules rather than into courses. A module consists of 

all the learning and evaluation experiences organized for a particular 

.15 * * 
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high-priority health-care problem., For<^ach module, a study guide 
will be prepared. The study guide speciSes the associated tasks, the 
performance objectives related to the tasks, the appropriate faculty, the 
clinical resources and e^qjeriences , evaluation criteria and materials , 
and includes references to pertinent texts and/or self- instructional , 
materials. ^Ihe study guide document, itself a part of the modile, is 
a road map for the total module. The module study guides, which include 
specially developed clinical exanples and opportunities for practicing 
the relevant skills, are the principal vehicle arotnd which students 
will organize their learning. Study guides incorporating roles for 
HCX:, dental, and medical students, have already been developed for 
diabetes mellitiis, hypertension, and obesity.* (The guides appear in 
^jpendix 1.) 

There will also be modules based vpon certain general or ' < 
prerequisite areas -such as interviewing skills, physical examination 
skills and general office procedures - depending upon the profession. 

To meet the assunqjtions listed above, the modules enphasize both 
the humanistic and the scientific/ technological conponents of care. 
The npdules themselves provide' experiences for. the student that will 
develop his self- learning and communicatiprf skills as well as permit 
him, within realistic limits, to determin^ his own rate and sequence. 
Although it is in^jossible to provide truly individualized instructional 
materials, individual variation in learning will be encouraged and 
s^)ported throOgh the use of a faculty adviser. The flexibility of a 
modular curriculum and, of conpetency-based testing permits increased 
opportunities for mobility between professions . This flexibility may 
also facilitate the progress of educationally disadvantaged students. 

Evaluation' for learning, as well as for certification 'by the 
School, is included in each module. These evaluations enphasize 
relevant performance rather 'than sinply rote learning. Each mbdule 
includes opportunities to apply the knowledge learned, practice ^ 
important skills, and receive corrective feedback, with progress 
measured on the basis of competent performance, not on time spent. 



* as specified in the contract Scope of Work, BHRD Contract NOl-PE- 24238 
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II. CORRICULAR STAGES 

To conceptualize the flow o£ instruction, the curriculum for 
^three of the six professions - the dental student, health care 
coordinator student, and medical student • has been outlined,* 

It is important to note that the curricular stages shown have been 
developed for planning and organizational purposes. The reader should 
not infer fixed intervals or milestones between stages. The major 
features of each stage for the three categories of health professions 
students are listed in Table 1. (The clinical units referred to in 
Table 1 and in the accompanying text are explained in Section V of 
this diq)ter.) 

Stage 1, Orientation , will average two weeks for the health care 
coordinator student, and eight weeks for medical and dental students. 
This stage includes an assessment of each student's previously acquired 
skills and knowledge in the health field. As a result of this ass^ss- 
''*ment, some students, may be exempted frcm areas in vrfiich they have alrea^ 
adiieved competence; and others may be found to require remedial 
instruction. Eadv student's preferred leaming style will also be as- 
fessed. Students and faculty 'e3q)lore various health-care systems, econon^c 
and ethical issues of health care', and the organization and resources 
of the School of Health Professions. 

At this stage, students begin to gain experieftce and guidance in* 
the development of self- learning skills, and comnrunication and interview- 
ing skills. Two kinds of student* teams are formed: the intrap rofessional 
team, idiich consists, of students in a single health profession, and the 
interp rof ess ional team, yihich contains menfcers from each of the 
professional categories trained in the School. A faculty adviser will 
be associated with eadi team. , These teams continue to learn and work 
together throughout most of the curriculum. • , • c 

During this period, the student and the School will jnutually » 
determine lAether or not the student should continue in the School. This 
opportunity - either to withdraw without prejudice or pressure or to 
remain - is a unique feature of this orientation period. It sljould be 
enphasized that bfefore admission, applicants will have been well 

* as specified in the contract Scope of Work, BHRD Coiitract NDl-PE-24238 
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TABLE 1 

CURRICULAR STAGES FOR THE SHP CURRICULUM 



Stage 1 - ORIENTATION 

» 

assessment of students' background, skills, knowledge, and 
leamin^g style 

initial e:<perience in communication and interviewing skills, 
scientific language and learning skills . 

opportunity to withdraw from School ) 

Stage 2 - AOQUISITION OF JCNCWLElDGE M) SKILLS IN SaENCES BASIC TO HEALTH 

fiiomedical and clinical sc^n^es * ^ 
behavioral sciences and communication skills 
physical exam skills, technical procedures, record-keeping 

Stage 5 --TRACTICE WITH INTENSIVE SUPERVISION 



M.D.: - skills in problem- formulation and ^)roblem- Solving 

refinement of history-ts^ng and physical exam skills 

- occurs principally in clinical' units 
D.D.S: • - communication skills in patient^/care 

- assignjnent o£ first patients, under close faculty 
supervision ^ * 

- occurs principally in general dental school clinic 

HOC; - conmunication skills, patient-screening, systems of 

appointment and record-keeping, and telephone tedmiqtes 

Stage 4 - giNICAL UNIT EXPERIENCE - ' ^ 

- refinement of clinical and patient- qare skills 

- increasing responsibility for patient care 

' - interprofessional*health-delivery teams comprised of 
students and faculty 

Stage 5 - (for M,D. only) SPEQAL INTEREST EXPERIENCE (Optional) 

- in-depth experience or remediation 

- may be start of post-graduate training *\ 
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oriented to the distinctive aspects o£ the SHP and the po<ssible 
problems thaj^^'^'^tudent unaccustomed to a relatively unstructured 
learning program might have. Hie re-evaluation during orientation will 
be based on new information gained from actual e:q)erience, and not from 
any unexpected events or a reappraisal of admissions data. 

Stage 2, Acquisitiai of Knowledge and^ills in Sciences Basic 
to Health , will last approximately three and one-half months for the 
health care coordinatdr student, and eleven or twelve months for Rental 
and medical students At the end of this period, the medical and dental 
student will have aojuired sufficient Jaiowledge to be able to pass the 
current Parts I of the National Boards of Medical and of Dental 
Examiners, or thejir equivalents. All students will acquire the basic 
knowledge and skills related to health- care problems and the professional 
tasks ^needed to yesolve them. During small g^up sessions, team and 
conmunicatipn skills will be learned through exploring group processes * 
(shiftihg leadership, conflict identification and resqlution^ and " 
i^nc^ aridl^independence) . ^ " ' / 

of ^tiie learning will occur- through the self- instructional 
mo^iAe^tudy guides described earlier, in this diapter. Although the 
study guides specify substantial- reading and independent stu^-, they 
also include planned activities wi^ other students, with. the student's 
adviser, and with resource faculty (see Chapter 3) , and experiences in 
clinical settings. Each* module includes opportuiities for self- 
evaluation as well as for certification at the end of the module . * There 
will be a module stu^ guide for each of the high-priority piroblems 
(see Section III of this chapter) as well as^^for certain general or 
prerequisite areas, depending upon the category of profession (e*g. , 
interviewing skills, physical examination skills, general office 
procedures) . 

During this stage, students will begin to acquire the knowledge 
li'asic to ^eir understanding of normal and abnormal biological processes 
ahds^he methods. used to diagnose and manage health-care problems. 
Learning will occur at the level appropriate to a given profession. (For 
exanple, the knowledge of metabolism needed by the health care 
coordinator^ tudent with respect to diabetes will be diffei^i8ii*from 
that needed by the medical student.) Dental [students will have 




substantial experience in a dental technique laboratoiy. 
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Students will begin to practice writing and maintaining problem- 
orieiited patifejit records and will also begin to develop ai^^ting 
skills. Mudi of their practical experience will occur in a clinical 
unit (see Section of this chq)ter) with real or simulated patients. 
Initially, they will have sxistantial patient involveii»rit , but little 
patient-caxQ responsibility. Responsibility will increase with 
demonstrated coupe tence. ^ ' 

To progress to Stage 3, SHP students will be required to demoristrate 
conpetence in both basic science and clinical skills pertinent to 
their profession, as defined by the module, study-guides. Conpetence for 
the heal til care cdordina^tor student will' be in terms of familiarity with 
essential vocabulary and with basic health-care problems, and 
satisfactory conpletion of simulated e:q)eriences in qjpointment and 
records systems and in the screening of patients' complaints. For the 
dental student, competence will be in teims of the edacity to woric 
mder. close supervision with patients in the dental clinic. A medical 
student will be required to demonstrate capacities for increased 
responsibility for patient care, for carrying out a general history and 
physical examination and for formulating statements of patients' 
problems at the stucfent^s level of uriderstandin|.' A variety of 
measxires, including performance in each of the module study guides, 
personal observation, and written examination, wii3rform the basis for 
certification of a student's readiness for- Stage 3. . 

Stage 3, Practice with Intensive Supervision , will average two and ' 
one-half months for the health care coordinator, ten months for the ^ 
'dental Student, and six months for the medical student. 

For the medical student, there will be increased e3q)eilence in the 
day-to-day examination and follow"- ip of patients and a gradual increase 
in responsibility for direct patient care. Ther^ will be enphasis on 
thorough formulation of patient problems and on problem-solving logic. » 
It is at this stage that ,the dtudent will begin to refine his know- 
ledge and cijmcal skills in order to assume greater, full-time 

r 

responsibility for patients in Stage 4. 

MDst of the Stage 3 experiences will be in the School's clinical units 
i(see Section V of this chspter) or with ambulatory patients' in a 
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setting that provides professional role models for exenplary primary- 
care delivery. If necessary for logistical reasons (such as limited 
patient availability and time), inpatients may be the focus for somp of 
'the learning activities during this Stage* v 

It 'should be re-emphasized that there are no rigid boindarles 
between stages, particularly Stages 2,3, and 4. For example, for 
one-half day per week a student with an interest and demonstrated' * 
competence in hypertension {land in the relevant history- taking, physical 
examination, and communication skills) may begin to see selected 
hypertensive patients in the clinical unit* This could occur prior to 
his having daily responsibilities in the/clinicai unit and having 
progressed through all of the patient-problem mpdiiles. 

A dental student's St^ge 3 experiences will take place primarily 
in a general dental school clinict He will continue his woik in the 
sciences basic to health and will be assigned his first patient under ^ 
close faculty supervision* Th^re will be sibstantial enpahsis on 
communication skills required in patient care as well as an introduction 
to each of the dental specialty areas* 

In Stage' 3, the health care coordinator student will continue to 
refine his communication skills (including patient screening^ in person , 
and by »telephone) and to study various rfecord-keeping systems. Students will 
also begin to learn about general and third-party billing and payment 
procedures. In effect, these will be on-the-job experiences with close 
supervision that will allow the student to ^experience some of the 
functions and pressures of his profession without the full responsibility. 

Stage 4, Clinical Uhit Experience , will last an average^ of five and 
one-h^lf months for the health care coordinator student, and twelve 
to thirteen months for medical and dental students. 

In this stage, each studerjt will function as a member of multi- 
professional health-care delivery team ponprised of students and faculty 
in the various professions educated in the School (including those 
receiving only partial training - such as 'social worker. 3nd 
pharmacist - at SHP)*. The teams will operate in ekch of several 
clinical units to be *develope4 by the School. (See Section V of ' . 
this chapter.) Initially there will be three clinical units, one 
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located centrally on the medical center canpus on vAiich the School is 
located, another in a nearby underserved urban area, and tHe third in a 
rural .(remote) setting. Generally, students will begin at the central 
clinical unit, \Aiere supervision and range of faculty are the greatest, 
and then move to the uiban and rural units. Students will return 
occasionally to the central clinical unit either for remediation or to / 
receive more sophisticated experience in delivpring uiban care. It is 
expected that the central clinical unit will have a mix of experienced 
,and inexperienced students. However, students of alL levels will be trained 
* in all three units. Students may also acquire additional airbulatory-care ex- 
perience in facilities other than the clinical units (see chapter 11). 

Students will assume increasing' responsibility for patient care 
gradually. Their performance will be monitored througji their patient 
records and by direct observation^. 

During Stage 4, medical students will acquire hospital experience 
focused around 'inpatient problems related to primary care, including 
referral and follow-up after hospitalization, and management during 
hospitalization where appropriate. Qinical unit patients who are 
hosptialized will be followed, but not directly managed, by the responsible 
clinical team/ ^,c^ 

Stage 5, Special Interest Experience, , an optional stage, exists 
oniy for the medical student and is estimated to last approximately 
two and one-half months. Its purpose is to provide students an 
opportunity for in-depth experiences 'in an area of interest (e.g.,' 
clinical research, basic science, humanities) elected by the student 
after discussion with his adviser. It may include remediation 
experiences to correct student deficits ^as necessary. It would be the 
last stage before graduation and might be used as the start of post- 
graduate training. 

III. EMPIRICAL DERIVATION OF THE CURRICULUM 

Curriculum development proceeded from a study of the frequent and 
high-priority health-care problemis in primary ambulatory care and from 
the professional tasks needed to resolve these problems , rather than 
from a sii)ject matter or organ system base. 




^ A, Health-Care Problems 

The probleins for \Aiich people seek' primary health care are a logical 
basis for defining the SHP graduate's future professional experiences 
and for developing an educational system. • . ^ 

Althou^ not ideal, patient diagnoses cons titulS^ the most reliable 
source of such data available on a large scale. The National 
Ambulatory Medical Care Survey (National Center for Health Statistics, 
DHEW, 1973)* involved 23,407 visits and 431 physicians in ambulatory 
settings. Table 2, based m preliminary data from only 13,712 visits, 
shows the 41 most frequent (i.e., hig^iest incidence) diagnoses in the 
study. Utilizing Williamson's system of setting priorities • - 

(Williamson, et al , 1968), these diagnoses can" be arranged in a 
priority order that reflects, both incidence ^id the potentially 
pre.ventable Usability associated with each diagnosis. (Appendix 2 
illustrates the application of this procedure for the top 20 
diagnoses.) 

An additional and peihaps more deiifable source bf data is ^ 

♦ * 

patient conplaints or reasons for visits. Due to coding differences 
, 'among various health-care delivery sites, sufficiently large composite 
• data sources of these conplaints are not, yet available; There are, 
however, individual sets af data from each of several medical sites. 
(Bain, S.T., and, Spaulding, W.B., 1967; dute, K.F., 1963; Cross, H., 
^ 1972; Hodgkins, K. , 1966; 'and Peterson et al, 1955). Table 3 

represents a systematic collation of these data and refloats the leading 
problems (i*e;, patient complaints) that are not covered in the .list 
of 41 diagnoses^ , . ' ^ ^ . 

Module stud^ guides (see .^)pendix 1) will be constructed for eadi 
of the 41 diagftoses from the National Ambulatory Msdical Care Survey- 
and the thirteen problems shown in Table Z (as well as for such areas as 
comnunication skills). ' These study guides *w^l fom the nucleus of 
"the curriculum for all students. The 41 medical diagnose? represent 
approximately 671 of the diagnoses with \Adch the M.D. (and nurse 
practitioner) .graduate will likely be confronted. With the addition 
of the thirteen inedical problems to these' 41 di^agnoses, it is hi|^y ' 
probabl^' that about 80-to-90% of the problems such 'graduates will face 

z;7. ^ ■ ■ 

*TMs and other source citations throughout the report are k^yed 'tb 
• V the reference lists that appear at the, ends 'of individual chapters. 
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TABLE 2 



MEDICAL DIAQOSES IN ORDER OF INCIDENCE 
Total Visits = 13,712 



No. Diagnoses 



# of Diagnoses • % of Total' 



1 

2 

3 
4 



Surgical Aftercare 

Kiedical Examination (inc. well baby and 

child care) 
Acute Respiratory- Infection; Common Cuid 
Sprains 'an d Strains of Back; Vertebrogenic Pain 
Symirome; Displacement of Intervertebral 



5 
6 

7 
8 

9' ' 

10 

11... 



Disc 



13 
14 



Lacerations and Wounds; Contusions; Injuries 
Essentia Benign Hypertension 
Neurosis 

Antepartum Care , 
Acute Pharyngitis; Acute Tonsillitis 
Chronic Ischemic Heart Disease 
Arthritis; Rheumatoid Arthritis; Osteoarthritis 
'I and Spondylitis 

12 Diabetes - T 

Orthopedic Aftercare 
Dermatitis 
Acute Otitis Media 
Fracture of an Extremity 
l^;-^ Hay Fever 

'km 



Msdical Aftercare 
Obesity 
^^^^^ Bronchitis 

Synovitis, Bursitis and Tenosynovitis 
'^TZ2\. Gastroenteritis * 
;^ 23' Acne and Seborriiea 

24 cystitis 

25 Sin^usitis 

26 Asthma 

27 Menopause al Symptoms 

28 Strains and Sprains of Hip and Lower Extremity 

29 Visual Refractive Error 

30 Influenza 

31 Viral Warts 

32 Menstrual Disorders 

33 Disorder of the Female Breast 

34 Peptic Ulcer' . . 

35 Disorders of Prostate 

36 Anemia ^ 

37 Personality Disorder 
38" Hemorrhoids 

39 Heart Failure 

40 Cerbrovascular Disease ^ 

41 Acute Myocardial Infarction 



904 
874 

507 



6.59 
6.37 

3.70 



485 


3.54 


478 


• 3.49 


462 


3.37- 


405 


' 2.95 


391 


2.85 


358 


2.61 


■ 291 


2.12 


275 


2.00 


254 


1.85 


20"8 


1.52 


198 


1.44 


194 


1.41 


. 191 


1.39 


187 


1.36 


186 


1.36 


1S4 


1.34 


181 


1.3Z 


160 


1.17 


143 


1.04 


131 


.90 


124 


.90 


115 


.84 


1 Id 




110 


.80 


109 


.79 


100 


.73 


98 


• .71 . 


96 


.70 


95 


.69 


84 


■ • .61 


81 


.59 


80 


.58 


79 


.58 


71 


.52 


63 


.46 


55 ■ 


.40 


51 


.37- 


50 


.36 




Total .67.21% 
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(Adapted from National Aiii)ulatx)ry Medical Care' Survey, 
National Center for Health Statistics, DHEW, Itockville, Maryland, 
urq)'ublished data, 1974) 
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TABLE 3 

coma NEDICAL PRDBIBB (Reasons for Visit)* 



1. Depression 

2. Conversion Reaction ^ 

3. Anxiety 

4. Marital and Sexual Problems 

5. Abdominals Pain 

6 . Headache \ 

7. Fatigue f'^ 

8. -Cou^ . % 
9\ Dizziness 

10. Fever of Unknown Origin 

11.. Alcoholism** 

12. Drug Abuse** 

13^ School Problems** 



* Not in order of priority or incidence. See text for explanation of sources. 

* These problems are generally under ^recorded in patient charts; and their 
listing reflects the belief of one of the staff that their inportance 
warrants inclusion.. 



have been defined. It is likely that they will be .able to handle the 
ilmaining 10 -tor^O% of probleins not on these lists by virtue of their 
ability to transfer knowledge and skills. In learning ^out one 
problem (sudi as obesity), students must also learn about related but 
less frequent problems (sudi as Gushing 's Syndrome). Patients with some of 
these 10- to- 20% unlisted problems would be refeYre^ to other prdfessionals 
for secondary and tertiary care after inital triage. 

It should be emphasized that students will not be learning the 
rote diagnoses or management of several dozen patient problems, but 
gather, a systematic and thorough approach to treating patients with 
problems. 

Some of the diagnoses and problems identified above, however, do 
not enconpass appropriate roles for all six of the professions to be 
educated initially in the School, and the list may overlook some 
inportant problems , or diagnoses in v^iich the other^than-'medical 
professions do play significant roles. Since the two sources of the 
data noted ^ove were medical and not deiltal care-delivery sites, they 
do not reflect adequately the future professional life of a dental 
^.student. Likewise, if the HCC, pharmacy, and social work students are 
to be concerned with the \Aole person, these curricular content 
sources may not reflect their future role^ adequately either. 

Therefore,, additional data, on dental 'care and on those problems ' 
mo^t frequently presented to an HCC and social worker that are not 
medical- dental in origin, will need to be determined. This determination 
will also be made for "unique'^ pharmacy or nurse practitioner problems. 

There is at least one recent study that contains data showing 
reasori^ for people/ s seeking dental care (Kilpatrick, e%Bl, 1972; 
Kilpatrick, 1974). Table 4 shows the preliminary data from this study 
in slightly modified form. *The eleven dental problems shown constitute 
801 of the likely e:q)eriences of a primary-care dentist. Modules for 
these eleven problems, plus the dentis.t's responsibility in some of the 
modules concerriing the 41 medical diagnoses and thirteen problems noted ^ 
above, provide the basis fy the dental curriculum. ' 

HCC, nurse practitioner, social work, and pharmacy curricula will 
involve f out curricular sources concerning primary care: medical 
diagnoses, medical .problems, de.nt^ problems, and probleijis specific to 
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TABLE 4 



ODNMDN DENTAL PROBLEMS (reasons for visit) 
Total Visits = 1,679 



No. 


Problem 




% of Visits. 


1. 


Fillinps" 




23.9 ^ 


2. 


Periodic exsni 




19.0 


3. 


Dental prophylaxis 




17.9 


* 4. 


Extraction " ' 




5.2 


5. 


X-rays (not full mouth) 


■ 


3.3 


6. 


Post-surgical treatments 




2.8 


7. 


Initial oral exam 




1.7 • 


8. 


Preparation of crowns 




1.7 


9; 


Patient question or quick check 




1.5 . 


10. 


Tenporary frlling 




1.4 • 


u. 


Adjustment of complete denture 




1. 3 \ 






Total 


79.7 



(Adapted from Kilpatrick, K. , et al : "Expanded Functions of 
Auxiliaries in General Dentistry: A Con5)uter Simiaiation," Health Services 
f-Research 7, pp. 288-300, 1972 plus personal conmunications, Nov. 1974.) 



eadi professional. category. 'Providing curricular elements for the HCC, 
nurse practitioner, social woilcer, and pharmacist students in dental as 
well as in medical areas should enlarge the capacity of the graduates 
in these prc^fess ions to help patients receive truly conprehensive care. 

B« Professional Tasks * , . 

The functions or tasks tKat a health professional perfoms in 
working with patients arid in helping to diagnose and manage health-care 
pijDblems can provide inportant data for developing a relevant 
performance-based curriculum. A variety of groups have studied health- 
care^^asks (BureSu of Health "Manpower Education, D.H.E.W. , undated; 
Golladay, F. , and Smith, K,, 1973; Johns ' Hopkins Msdical Institutions, 
1972; Gilpatrick, E. , 1972; and UCLA Division of Vocational 
Education, 1972). These studies generally enploy a variety of 
methodologies, including observation, interviewing, and questionnaire 
tediniques. Such methods can yield, for each health professional to 
be trained, task profiles that provide data on the frequency of 
performance of a given task and the percentage of time involved in 
performing that task. "Tasks" can include not only psychomotor skills, 
but also the more sophisticated behavior? involved in decision-making, 
clinical judgment, and .the application of concepts. Some exanples of 
tasks associated with the physician and illustrative of this range are: 
"remove-sutures," "observe for patient's need to ventilate feelings," 
and "evaluate signs and synptoms of congestive heart failure." 

Task lists have been acquired from various studies (Uhiversity of 
the Pacific, 1973; American Association of Medical Clinics, 1973; 
Gilpatrick, E., 1974), and used in the development of the module study 
guides. For each high-priority health-care problem, those tasks most 
app.ropriate to that problem are selected for inclusion in the module. 
TTius, a stvdy guide includes what is most relevant and can best be 
learned with respect to that particular problem. The specific tasks 
associated with three typical problems - hypertension, diabetes mellitus, 
and obesity - are listed in the san5)le stu^ guides for those problems 
in Appendix 1. ' . ' • _ • 

* 
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IV. THE ORGANIZATION OF THE CURRUCULUM INTO MODULES 

High-pjiority patient-problems and their associat;^d professional 
tasks will fom the basis from which the modular curriculum is , 
developed. The module study guides form the core of the curriculum. 
A discussion of the advantages of using module stuc^ guides as the method 
for organizing the curriculum is found in Chapter 8. 

The study guides are developed firsjt by identifying those tasks 
that are needed to resolve the health- c^re problem or diagnosis of 
tfie particular module. Next, based vipon these tasks, performance 
objectives, are designed that reflect the knowledge and skills necessary 
to perform the tasks.* These .performance objectives provide a guide 
according to \Aich the student's con5).etence can be evaluated. 

Finally, the specific learning experiences (including reading ?gid text 

* 1* * * 

references, practice, clinical experiences, faculty sessions and 
■evaluation procedures) are specified^ planned, and developed.' 
Development of each stucfy guide will.be carried out by content experts 
in that particular field in conjunction with primafy-care .providers 
and specialists in educational 'design. 

Module study guides will be developed for the bulk of the formal, 
curriculum, vihidh includes the patient problems and diagnoses and such 
areas as communication and interviewing skills, medical audit, 
physical examination skills, maintenance of problem- oriented records, 
and general pffice procedures. 

The curriculum- development process is described in further detail 
in Ornpter 8. ' ' 

* * 
A. Student Use of Module Study Guides 

Module study guides will be used primarily in Stage 2 of the 
curriculum. Using the module siudy guides, the student, wi,th the 

* For one of the prototype study gm.des in Appendix 1 - hypertension - 
the tasks were added afterward in^ ,a» trial to determine how necessary 
task statements were to the development of performarice objectives. 
Results were inconclusive. One staff member, experienced in the writing 
of objectives and the analysis of medical functions, believes that 
adequate m3dule study guides can be developed without the use of tasks. ' 
He would rely solely on objectives generated by primary- care providers 
after reviewing a list of essential areas to be covered. However, . 
relying more on e^ert opinion ahd less on data may increase the risk 
of development of a curriculum further removed from what is actually 
needed to provi-de care. * " 

Chapter 8 contains further discussion of tKe methods that can ^be 
used in selecting the tasks- related to each patient problem. 



guidance o£ his faculty adviser, can individualize his course of study. 
Time limits ^re set to monitor the rate of student progress. Thus, 
students having difficulty keeping ^vathin expected tijie periods can 
be identified early, and appropriate remedial steps can be taken. Ihis 
flexible approach is supportive of entry-exit, individualized pacing and 
sequencing, and competency-based testing. 

Although students m^ proceed on an individualize J basis through 
the modules, there are predeteirdned minimum levels of conpetence re- 
quired for each module. 

Students may elect to take advanced work in areas of special 
interest and indeed will be encouraged to do so, but they will still be 
held responsible for demonstrating jjrescribed, required" coopetencies in 
all the modules. For exanple , every dental student will have to 
demonstrate predetermned levels of conqjetence that will be identical 
for all dfental graduates. However, each dental student will differ from 
all others in that he will progress at a self-selected pace (within 
limits) and might pursue certain areas beyond the levels of required 
con^jetence. The educational plan should not be interpreted as conferring 
conqjlete freexiom upon the student to choose viiat he wants to leam. 
Actually, the student makes his 'sequencing selections from the 
required curriculum in a particular health professional category. Thus, 
variability will occur in pace, in sequence, and in overall expertise, 
but there will be no variability in the minimtm required levels of 
conpetence. 

B. Relationship to Basic Science 

To satisfy the curricular requirements of the SHP, students, will 
learn the basic sciences not as, discrete disciplines, but as concepts 
and facts indispeiisable in dealing with patient problems. The module 
study guides contain basic science material viiere it is felt it will 
have the most relevance to patient care, theretjy-better ensuring its 
application, retention, and transfer. Ifi* addition, incorporating the 
basic science content in this nianner eliminates some of the extraneous 
.material and redundancy common to curricula organized in a discipline 
format. The modular foimat permits d student • u^ing a studyr gijdde, 
his ad\riser, ^and the resoorce faculty - to pursue basic material in 
as much depth as is required or desired. 
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C. Inclusion of Self-Leaming and Coininunication Skills 

• ■ \ 

Self- learning and comnami cation skills are integral, valued compdnents 
of the basic curriculum. They dre emphasized throu^out each patient- 
problem (or diagnosis )i module stucfy guide as well as being the subject of 
module study guides relating specifically to them. 

As the^, student progresses throu^ the modules, he acquires and refines 
the skills 'of a continuous self- learner. He practices assessing hjs , 
own knowledge and performance, coii5)aring his performance with standards, 
and taking steps to remedy any perfoiroance deficits. He learns to 
determine how much he already knows and how much more he needs to 
learn. Auditing of the student's patient care will be a major mechanism 
used in the modules for developing these self- learning skills. 

Likewise, practice of skills in communicating with patients and 
other health professionals is built into the study ^ides with specific 
opportunities' for feedback* Health professionals-, competent in sucH 
communication skills as listening, reassuring, and confronting, can help 
patients to recognize and verbalize problems and to feel comfortable in 
expressing them. Other communication skills involve verification of 
what the patient is communicating before acting on that information. The 
health professional must be able to convey information to patients and 
be sure that the nfessage is understood. With respect to communication 
among various health professionals, stress is placed on skills that 
facilitate the expeditious sharing 'of information relevant to patient - 
problems. These include such skills as clarifying, supporting, and 
identifying enxDtional factors impeding conniunication as well as record- 
keeping and reporting. 

In the modules, communication skills will be learned and practiced 
in situations integral with the clinical skills needed to resolve or 
manage health problems. For exanple,, a patient might state verbally 
that he is not worried about his major complaint and ye.t show visible 
signs of an anxious 'depression. Students will be taught to recognize 
incongruities in patient behavior (simulated or real) and a student's 
success in doing so can be measured and evaluated (e.g., using video- 
tape feedback). Other exanples are contained in the study guides in 
Appendix 1. 
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V. THE aiNICAL ONITS ^ , ' 

CruciaL to the, implementation of" .the entire Educational plan is a 
clinical setting designed to provide primary ambulatory care -of hi^ 
quality and to provide students with* an •ongoing relationship withxa • 
particular patient population. The design of the clinical 'units will 
conprise features of current outpatient care systems with features that 
probably will predominate in future priJnary ambulatory health care,, such 
as interprofessional team-care delivery. Their design must provide enougji 
flexibility to allow students different levels of patient contact and 
responsibility consonant with their changing responsibilities aid skill 
level; at the same time the clinical units - as responsible institutions < 
and as educational models of health- care delivery - must render care of 
a quality that is consistent with the professional and humanistic 
goals of the'SHP. " . 

Ihe clinical units will be a locus for continuous primary health 
■care for a relativelf stable population of ambulatoiy patients.. A 
unit can either be tied to a fejor health- care institution or hospital 
or be an independent ambulatory- care facility. Appropriate but- 
patient or inpatient resources for. secondary and tertiary care will be 
available for referral' at all' clinical units. Each unit \dll be self- 
contained and staffed with teams of fillly trained members of each 
profession in the School, plus other professionals needed to conplete the 
range of desired services; for the purposes of illihstration, such a, 
team might include physicians, dentists, dent^ assistants, social 
workers, nurse-pTaetitioners health care 'coordinators , and clinical • 
pharmacists. The precise numbers of faculty and non- faculty staff for 
each uait.^will be determined by the*specific service andv teaching 
commitments of that unit. 

■..The clinical units, in which SHP students' major ambulatory- care 
clinical experience will occur, will be of three types Ta central ' 
clinical unit at or near the School (in the case pf UOP. at Pacific 
Msdical Center in San Francisco) , an urban clinical unit , and d rural 
clinical unit. One of each of these kiijSs of units* is ideally required 
early in the School's operation. Prelimin25fy estimates of size, 
/location, stdffing, an<i other features are included in ^^pendix 13; final 

' , 32 , . . ' ' 



details will evolve as operation begins.* As the urban and niral units 
.each serve different populations, the staffing patterns will be 
different from that of the central uiit. For exan^Dle, the rural mit 
will probably have a much smaller team, and access to secondary and 
tertiary care will be less direct. «v-^ 

Those faculty delivering care in the unit will ftnction'as a 
major siq^pbrt to the student, helping him to move through the"curriculm 
toward mastery of his required^ conpetencies. A faculty adviser in th^ 
clinic^ mit^^"^! pl^y a major role in the student's contini»d 
learning during Stages 2,3, and 4. The responsibilities of the faculty 
adviser are explained in the following ch^^ter. Specific examples of 
the adviser's role are included in the module study guides in Appendix 1. 

}X any given tiiiie each student *in a clinical unit will have a 
different, iet of capabilities from any other student. However, by the 
time they are certified by the School, all stud^ts will have achieved 
required-.. levels of conipetence in every area. Within the context of a 
cpntinuing responsibility for patient care and a stable cadre of . 
faculty, the clinical unit makes it possible for the student to leaifi 
at his own pace. As a student demonstrates his c^abilities fqrassuming 
increased responsibility ^or direct patient care, he will gradualV 
become more involved^ in the day-to-day delivery of that care. ' ^ 

^ • VI. CURRICULAR FLEXIBILITY AND CAREER MOBILITif 

The ilck of cleared unobstructed paths for careet progression 
in the health professions is a problem drawing increasing attention.. > ' 
Career mobility, both vertical and lateral, is recognized as"^sirable 
for any profession, and efforts are being made to organize the allied 
health professi^ons into such KareeiyLattices. A major response to this 
problem is the provisioirof such ecficatlonal options as recycling 
through an entirely new edl^fetional program, participating in on-the-job ' 
training, and utilizing proficiency and equfvalericy testing'. 

Hie school df.JHealth Professions, through modular, cbnpetency- 
based, tine- variable curriculiin,' provides; a' iheails for existijig health 

: , C ^ ' ^ — — r - 

* Further discussion about vario.us aspetts of the development of 'the. ^ 
aiP clinical units is "contained in Chapters 11, J2, and*I3 of this report. 



professional^, as well as for individuals without experience in health * . 

care, to be inatriculated with* due recognition and credit for €q>plicable 

work e:q?erience and prior education. Likewise, the flexibility of the^ 

SHP curriculum makes either a irpdifica^tion in health career goa^s or 

an intem?)tion in schooling for the purpose of woi^c a viable option for 

•ft 

students. , ' * ' ' - ' 

In order Jto receive "credit" for his previous education and 
experience, the student must demonstrate specified levels of performance.. " 
.Hie module stucfy guides, with their specification of perfoirnance ' . 
objectives, will expedite evaluation, and "testing out" ciiiang the 
orientation period so that students with prior experience in onej^health 
profession (e.g., nurses aides^ ex-coipsmen, various' auxiliaries or 
assistants) can, by demonstrating their conpetence in the prpfession to 
\diich they aspire, avoid unnecessary repetition of* "sibject matter." 

Similarly, should a student have meaningful reasons for changing 
his career, such .a ^change would be accoimodated if possible within the * 
, resources of the School. The student will receive credit for his 
demonstrated conpetence in an/ of the tasks jgid preblems coninon to both 
his former and newly selected professions, and by testing out, will be 
able to transfer some portions of his learnings experience to his hew 
professional preparation. For exanple, if an^^^ medical student decided that 
he preferred to become a nurse practitioner, he would Qeed td^ demonstrate 
conpetence only in those are^as of performances required by the nurse 
"^pisfctitioner program that he had not already acconplished in the 
medical student pregram. Once he had gained certification as a nurse 
practitioner by the School, he would be prepared for licensure or 
certification by external agencies.' % . ^ 

Some students, for financial or other reasons, may wish to exit ' 
tenporarily during the course of their training to worl^^at an inteimediate 
level within their own professional tracks. For exanple, a student 
pursuing a career as a dentist may decide ,to leave school tc) work as a 
dentil technician. He will need to find work compktible with his 
present level of training and permissible under existing licensing and 
certification regulations. At a later date he could resume his dental 
program! Sin*ce there ra^'*be some difficulty in placing students as 



assistants, particularly in salaried positions, practicing professionals 
who axe affiliated with the School will be encouraged to provide work 
e:q)eriences fyr students in their practices. 

'An interruption of schooling in order to work as m assistant' in 
his professional field,, pnables the student to practice and apply the 
skills he has learned to a real- life setting. This kind of apprentice- 
ship will provide liini^Kith an opportunity to test the merits, of his 
career choice before totally committing himself to that career. 
During this period, the student can develop a concrete identification 
with his prof$ssioi\ and possibly d^erience professional 
responsibilities that he may be uiable to assume in his more carefully 
structured an^ stpervised clinical training. 
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CHAPTER3 ^ 



FACULTY 



CHAPTER SUMMARY 



The roles and responsibilities , selection, and orientation of 
faculty^ ajre discussed* There- are three major roles for faculty: 
adviser to individual students and t^ams of students; resource 
faculty in specialized areasj and the primary-care clinician. Faculty 
will be selected primarily on the basis of their commitment to 
education and primary care* In addition to the usual methods of 
selecting faculty, great effort will be made to evaluate a potential 
faculty meniber's demonstrated performance as a teacher* 

At the time of initial employment, a contract will be negotiated, 
specifically delineating the responsibilities of both the faculty menber 
arid the, School and including the criteria and procedures for judging 
the faculty .member's performance* Once hired, there will be an 
orientation period of approximately two months during which the new 
faculty meniber will become familiar with the educational plan of the 
School and begin to develop the personal relationships necessary for 
its successful implementation* 



i 



er|c. 4G 



CHAPTER 3 
FACULTY 

I. imTODUCTION 

ilie highest^ priority *o£ the faculty of .tJie School of Healjgiit^Pro- 
f ess ions will be the education of students. This is the iii^^lied goal 
of. all institutions of higher education, but in health professions 
education in. particular, teaching has often been regarded as sec- 
ondary to research or patient care with respect to faculty selection, 
advancanent and tenure. Inevitably, faculty are caught in a career 
conflifct; a faculty member may'6'e hired 'to teach, but he is rewarded 
for his publications and researdi. .Even where high priority is given 
to faculty mesnbers' teaching and educational capabilities, the 
fact that these axe not (or at least are not thought to be) as easy to 
evaluate as patient-care and research capabilities, makes it difficult 
to carry out a reward system centered" upon individuals' educational 
strengths. . • ' . 

^Better methods' for measuring faculty effectiveness - e.g., utiliz- 
ing student performance as the basis for measurement^- are currently 
being investigated. Such methods may prpvide a basis for constructing 
a system of faculty selection and reward (see Chapter 6) . Pefhaps the 
most i3iQX)rtant outcome of these efforts will be to make the interde- 
pendence of faculty and student perfomance apparent. This inter- 
dependency - the bond between faculty and students for learning and 
delivering patient care - will be a cornerstone of the School of Health 
Professions. 

The faculty of the School, of Health Professions must be cojimitted 
to the SHP educational philosophy, including priorities in education, 
patient-care, and Research, and to a fundamental interest in priinary 
health care. Although education and primary care will be the central 
concerns of the faculty,, bionedical research will be encouraged, though 
prijnarily outride of the School itself (e.g., within the central uni- 
versity or a separate research institute) . Research in education and 



in health-care delivery will be encouraged within the School itself. 
.Faculty will be responsible for sharing their interests and the 
results of their studies with colleagues. ,V. ' 

• II. DESCRIPTK^ OF FAdjUIY ROLES 
AND RESPONSIBILITIES 

Both the full- and part-time faculty will participate in a range 
of activities, including teaching,- advising, "curriculun development, 
patient-care, research, and various administrative functions. The 
. majority of the full-time faculty effort will be devoted to activities 
related directly to the "School's feducational program.* Teaching 
will be priinarily in small groups and seminars, both within and out- 
side of the plinical units. 

In addition to faculty with backgrounds in clinical, basic, and 
bdiavibral sciences, there^will be a small number of' faculty with 
specific e:q)ertise in educational design and evaluation. 

The SHP facul-ty will interract with students in three principal 
roles; a given faculty menier can serve in more than one role. 

ADVISER - There are two distinct kinds of adviser responsibilities: 

. • Student Advisers: The responsibility of a faculty ^menfcer in the* 
student adviser role will he to help individual students in planning, 
sequencing, and pacing their educational programs. In this capacity, 
the student adviser's functions are consultative and evaluative in 
nature. Activities for advisers include: (1) helping the student re- 
fine his career goals and guiding him in the design of an appropriate 
educational program; (2) helping the student acquire self-gleaming 
skills; (3) informing the student &bout available an4 suitable educa- . 
tional materials and faculty resources; (4) working with the student to 
establish^ a model- for interpersonaUrelationships, as a step toward- 

.—— : p '— . . 

*In Chapter 12, the assunption made for purposes of projecting SHP's 
operating budget, is that 701 of faculty time (averaged across profes- 
sions and individuals) will be Spent in the School's educational pro- 
grams and the remaining 301 will be spent in patient-care- or researdi 
activities not involving students (but- considered essential for pur- 
poses of faculty members' maintaining their educational conp^tence) . 
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achieving the humanistic goals o£ the School; (5) helping the student 
detemine whether his educational needs are being met; and (6) evaluat- 
ing and providing feedback to the student with respect to his professional 
cccpetence. * ' ' ^ 

• Team Advisers: The function of a faculty meiriber in the team ad- 
viser role, will be to encourage group learning experiences in intra- 

. professional or interprofessional teams, including in the context of 
learning and delivering patient-care in the clinical units. The ad- 
viser will help to identify and coordinate apprctt)riate learning re- 

* sources as the needs of the team dictate. By encpuraging cooperation 
rather than competition among team members, the acWiser will help to 
establish the necessary environment for practicing a team delivery of 
health care. 

Both the student and team adviser roles will be filled primarily 
by faculty members (representing all th6 professions educated iiv the 
.School) experienced in the delivery of ambulatory care^ Although it is \ " 
not expected that advising will be any individual faculty' member *s 
full-time activity, it will probably be undertaken largely by faculty • 
who are employed full time in SHP; the additional responsibility of 
advisers will i^st likely be clinical and administrative. 

The student adviser role requires a close relationship between 
individual students apci advisers, especially duri^g^me orientation and 
early stages of the curriculumr.* The development of ^his relationship 
will facilitate dealing with problems and difficulties that might arise ' 
anytime during the student *s enrollment at SHP. Likewise, the team 
adviser will assist interprofessional and intraprof ess ional teams 
throughout their SHP experience, although the specific membeprship of 
the team will change from time to time as students" progress thyough 
' ^ the curriculum. - ; ' 

RESOURCE FACULTY - The responsiBttf^ of faculty in the resource role 
will be to facilitate the student* s acquisition of specialized skills 
or knowledge (e.g., biochemistry, drug counseling, gastroenterology, 
group process). This can be accon^lished in a variety of modes, in- 
cluding individual consultation with the student in the clinical unit 
on a patient problem, small grotq) seminars on. a specific medical content 
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question, indivi-dual consultation oiTa basic science principle, or a 
team consultation on group process techniques . (Faculty with e:q)ertise \ 
in behavioral and biomedical sciences, in medical and dental specialties, 
and in education will also function as content experts in developing and 
XflDdatijig ttB School's. curriculum. Further discussion of the role of 
these "conte;it expisrts" is included vn. Ch4)ter 8.) 

Ihe functions of the resource faculty could be assuned by either 
part-time or full-time faculty members. Because of their probable back- 
- grounds in clinical specialties or bieaedical" and behavioral sciences, 
-those faculty who function in a resource' role within SHP would, in 
addition to this role, be most likely to be involved in 'research or 
patient- care. 

PRimRY-CRR E CLINICIAN ROLE - There are two distinct respon^bilities 
siisumed by this role: teacher and practitioner. The essential fmction 
for either is to serve as a primary-care practitioner model (physician,, 
dentist, health care coordinator, etc;) for the student. 

• Primary- Care Clinici^/Teacher: The faculty funbtioning in this 
role will instruct and si^jervise students working in the clinical units 
and other ambulatory- carer facilities' affiliated with the School. . Ad- 
vanced students will "probably spend much of thMr time in the clinical 
unit learning and^ being closely ^iqiervised by these ^faculty. 

• Primary- Care Clinician/Eractitioner: In this, role the facial ty 
mei*er,wili assume the 'responsibility for the continuity of health-care 
delivery in the clinical units, as a practicing health-'care provider. 
In contrast with the' clinician/ teacher role, faculty functioning in 
the role of the clinician/practitioner will be teaching in the context 
of providing patient care, rather thari (Erectly supervising students' 
delivery of patient care. Stud ents in t he early stages of the 
curriculum (e.g.. Stage 2) would likely spend much of their time in' the 
central clinical unit observing and learning from faculty vrfio are 
functioning in the clinician/prarti tinner role. 

Although there are two distinct priJnary- care clinicik roles, it 
is probable that one individual could alternate between the two roles 
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even within the time span o£ one ^ (e.g., teadiing/si;5)ervising students 

in the morning; providing health care • with students observing - in an 

afternoon clinic) . this arrangement would assure a continual balance 

of theory and practice for the faculty members serving ih the primary- 

care clinician role. ' , » " . 

Individuals who assume the responsibilities of the primary-care^ 

clinician role will usually be full-time SHP faculty menbers. 

« • • . 

III. FACULTY SELECTION / , . ' 

A. Recruitment 

The iniqueness and specificity of the three major faculty roles 
will necessitate the inplementation of ,an active and extensive faculty 
recruitment program. Fecruitment will be aimed at identifying and 
attracting individuals \4io possess the very specific and special at- 
tributes that are required to ensure successful implementation of the 
School's educational plans. Faculty with the following major charac- 
teristics will be recruited: 

• ADVISER and PRIMARY-iCARE CLINICIAN FACULTY: Prlmary-care 

providers who wish to devote substantial time to education, can dem- 
onstrate basic teaching or other educational skills, possess -good com- • 
munication skills, and wisli to practice their profession as a nenfcer 
of a health- care delivery team. 

Faculty with adviser responsibilities will also need to be "adept 
in counseling aijd group process skills. 

• RESOURCE FACULTY: Primarily Secondary- or tertiary-care 
providers or bitmedical or behavioral scientists \iio axe able to 
relate their specialized knowledge to the problems of providing primwry 
health care. . • 

^* 

Since SHP will want to attract students \^o are representative of 
all socio-econonic backgrounds and to encourage ^^students to practice in 
ui>derser\^ed areas, the recruitment program will make a major effort to 
identify, asL prospective faculty, minorities, wanen, and health pro- 
fessionals currently working, in underserv^ communities. 

The geograi*iical scope of the School ^s faculty recruitment program 
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wi^ depend up6n tKe Schcx)l's site and the particular circunstances 
under vMch it is iii?)lemented. For a School esta^)lished at UOP/PMC, 
recruitment of clinical and basic sciejjces resource faculty will begin 
mthin the confines of the Pacific Medical Center area - e.g., from the 
staffs of Presbyterian Hdspital and the Institutes of Medical Sciences; 
and from tlje faculties of the UOP 'Schools of Dentistry and of Pharmacy ^ 
(the latter located in Stockton', California) - and, viien necessary widen 
beyond it.* Faculty vdio will, assume adviser .and primary-care clinical 
roles would be recruited both locally (San Francisco area) and nationally 

B. Selection Procegs , • • • 

' The kinds and nunbers of faculty openings will be detcimined by 
the School's educational program (rather than, for example, by con- 
siderations of individual professional or disciplinary strength or 
prestige).' Once a faculty opening is identified, the initial step in 
the selection process will be the formulation, by the administration 
and faculty, of a j'ob description specifying the responsibilities and 
candidate qualifications for that specific opening, in tenns of the 
major roles described above. 'All reyiews of candidates will be in 
the context of these specific job descriptions. 

Usual methods of screening (such as curriculum vitae, written 
and verbal reconmendations, and publications) will be enroloyed in the 
preliminary stages of selection. Promising candidates will be inter- 
viewed by faculty, students and administrators. A final decision to 
hire will not be made without a^'^ assessment of a candidate's perfor- 
mance. One method that may be used to .assess perfoimance - resources 
permitting - will be visits to prospective faculty menfcers so that on- 
site observations can be made. Examples of candidates' skills in 
coimunication and education will be observed or reviewed and the opinions 
of their current students and/or patients will be solicited. Alternative- 
ly, prospective facul^fy could prepare videotapes, or participate, while 
visiting SHP, in simulated situations that reflect'the ones they will 

encounter in their prospective^ faculty roles* 

* , ? 

*See Appendix 15 for a description of the institutions conprising the 
Pacific Medical Center, conplex. 

i 
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C, Hiring . 

Once an offer is made and accepted, the new faculty member, and 
representatives of the faculty and administration, will jointly develop 
a contract. The contract negotiated at the tigae of initial cn5)loyment 
will clearly delineate the responsibilities of the faculty menber 
and the j:e^)onsibilities of the School. The formal contract will , 
specify: 

• The faculty member *s respective responsibilities in 
teaching, patient care, research, and administration; 

• The criteria and procedure for measuring and evaluat- 
ing the faculty member *s performance in each of his 
areas of responsibility, including the designation 
of those individuals responsible for the measuraneht 
and evaluation, and the frequency with lAich the 
evaluation ^will occur; 

• The faculty member *s salary, fringe benefits and 
potential options for additional income; 

• The means by >^ch the faculty member may become 
con?)etent in the educational areas required. 

The contract will be periodically updated, and stibject to annual 
renewal; a contract will be renewed automatically provided that the 
faculty member meets his contractually agreed-upon perfoxmance criteria 
(and assmdng the School *s continued need for his kind of skills and 
expertise). ' i 

improvement of the Selection process will be dependent upon eval- 
uation based on the performance of the faculty selected (Bolton, 1973). 

III. FACULTY ORIENTATION AND TRAINING 

Bei^ause there are no exact precedents for the School of Health 
Professions, 'most of its faculty will not have been accustomed to the 
distinctive educational plan of SHP, and many faculty members will 
have to learn new kinds of teaching roles and new ways of relating to 
students and administrators. An effective faculty arientation and 
continuing training program will be designed to facilitate new faculty 
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members', transition to the SHP environment and to assist them in inproy- 
ing their teaching and educational skills. 

During orientation, faculty ViH be introduced to the details of' 
the SHP educational plan, including the curricular modules and the ' 
evaluation syston. Faculty will participate in the further refinement 
of the "curricular materials, and will become *sufficient;iy familiar with 
their contents 'to utilize them effectively. The primary-care clinician 
and advisory faculty in particular, will i^ed to learri their respective 
responsibilities as incorporated into the various study guides. 

The orientation will include an assessment of a faculty member's 
instructional skills, and assistance in improving thes^ skills will be 
provided as needed. Each faculty 'member will, with the help of educa- 
tional specialists, staf^and other faculty meni)ers, map out a con- 
tinuing education program for himself, to be followed after th^ con- 
clusion of the orientation period. On-the-job training irj the process 
of education will be available to all faculty. 

Since the faculty will be working in small groups during the 
orientation program, it it likely that an analysis of group process 
and team efforts will begin at this stage. In addition, the faculty - 
will begin training experiences for the teaching of a team approach to ^ 
primary care. The development of faculty teams is essential if faculty 
members are to serve 'as desirable role. models for students. Thiis, this 
preparation will serve two purposes: the faculty will become skilled 
in teaching team care, and the faculty will be able to work as a team 
, to .resolve common educational problems. Faculty training of this nature 
is presently being undertaken by the Institute of Health Team Develop- 
ment in 'New York. Hie Institute is a likely source of future assistance 
in preparing SHP faculty to teach interdisciplinary team approaches. 

A period of approximately two months will be required for the 
orientation. At the end of this period, the responsible administratiof? 
and faculty representatives wili review the faculty member 's-peffoimance 
and discuss any needed additional education or practice*. The- initially 
negotiated contract will be reviewed and any required changes will be 
incorporated. (For exanqjle, a change in a responsibilities may be ' 
necessary if the coii^wsition of the faculty or curriculum has changed.) 
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Clarity about each faculty manber's roles and expectations, a 
systan of rewards for educational as 'well as patient-care and re- 
search excellence!, and the' provision of^^i^e- job training in -ed- 
ucational processes will all be essential to attracting and retaining 
the kinds of faculty to inplement the Sdiool of Health Professions. 
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STUDENTS^ 



CHAPTER SUMMARY' 



the criteria atnd procedure^ for 'student selection ar^ discussed. 
Efforts will be made to choose students who have, in addition to 
satisfactory intellectual skills, major interests in" prirt^ry-^ccuce 
deli^ry and the tjfLpability and motivatidn to assume responsibility 
for their own learning J.n a relatively unstructured environpient* The 
emphasis will be upon selecting students who will succeed as 
practitioners (rather than solely as students) • * 

' Fjptllowingrafl. aptxve recruitment program and an initial screening 
for satisfactory iritelieqtukl ab^ili^y , candidates will be selected for 
interviews on the basis, of attitudinal and motivational characteristics 
that can be assessed from a review of written application materials 
Final selection, wi^l be made based upon personaJ^interviews . 

Membership on .the adpdssions committee will be drawn' from all 
academic levels and professions^ on -the faculty, as well as from 
students and community representatives* 
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CHAPtER 4 
STUimS 



I. INTRODUCTION: THE STUDENT BODY . 

■ ' ' a 



The educational program of the School of Heai^ft Professions . 
suggests that StJP will be most attractive and inost appropriate for 
students /who are: . ^ ^ 

• Interested in a career in priinary-caife delivery; 

• Intellectually and emotionally enable of. succeeding in 

A. 

a self-directed, self-paced, relatively unstructured 
cunlculum, and who are particularly motivated to assume. . 
responsibility for their, own 'learning; 

• Knowledgeable of the problems of current health-care • ; ' 
^ ' deliveiy, and^desirous of m^ing iirprovements in it; 

• ^le to conrnoiicate well with others; . ' • 

• Bnpatlifetic and .caring toward others; ^ ^ . , , . 
ii Emotionally mature and flexible, 

A fetudent body^ with these kinds of difracteris^cs ' is likely to 
include a large number of students vdiose backgroups' include work ^ 
e5q)erience or fonial. training in liealth care and *ther service-oriented^ 
activities,, participation -Jm innovative , educational programs, or 
involvement, in independent acadmit projects. The preceding consid- 
erations will sh^e the Sdipol's admissionsL.process and guide the 
self-selection that operates among its potential applicants ♦ • 
chapter describes the principle's * and procedures pf student, selection • 
that are appropriate to the School of Health Profess ion?* 

IJ. ^ PRINCIPLES OF STUDEJfr^LECriQN ^ ' * 

A clearly formylat^d and effectiye* studdnt recruitment and selec- 
tion progr^ will be needed to ensure that the students admitted^ to the 

School are those most likely to become' the kinds' of professionals for 
whpra the §chool'is designed: concerned and coirpetent primary-care 



providers \Ao can 'effectiyel/ utilize team methods' of care delivery, gnd 
vdio are comnitted to a continual assessment and iuprovement of their 
professional coopetence. This - a student *s probable career future, 
rather than'his predicted capability strictly as a health professions, 
student.- \dll guide the establishnjent and pplementatim of the -SHP 
selection process. 

This last point deserves* underscoring. Admission to health ptofes**^ 
' sions educational programs is often based heavily on an',applicant*s 
prior academic achievement^ as defined and nieasured by grade point 
averages and performance on various standardized tegts. Yet, there is 
no evidence that academic excellence in and of itself predicts the 
nature or quality of an^iniividual^s subsequent career perfoimance.* 
.Records of ^plicgnts' prior hi^ academic achievement have^been shown, 
at the most, to, correlate with high ^academic, adiievement within the 
professional education program. Hi^ academic adiievenfent prior to 
admissioirfe^ not been shown to correlate, with. the clinical conpetence 
of the individual either iMle. a student or .later as a prbfessiorial 
provider. '\ , . ' ^ ^ 

While our understanding of the^factaxs that determine a student*:^ 
professional career performance is inprecise, the SHP will make the - ; . 
impprtant assunption that, assuming adequate intellectual capability, *the, 
^tudent characteristics that correlate TPn<;t strongly with clinical 
conpetence are ones involving motivatich, charactef , an(l comfti-tment - , 
attributes that are not necessarily matched with academic siperiority. 

The intentional congruence of the School's peHorftiance-based ' . / 
-curriculum and' evaluation procedures with the. anticipated nature of ^ its 
graduates* professional practices should closely tie success as a 
student to cQn5>etence: a^ a practitioner. ^ Thus, the ^5chc}Ql'^s student- 
selection criteria will Q%»hasi2e the factors -that appear to be . 
strmg prei:eqaisites £pr delivering high .quality* patient care, -vAich ■ • 
are largely jion-^cpgnitive^ ones. " . * , ' ' - ^ ^ > 

However, * there' is no int^tion to disrfegarii 'the^^relevance and inpor- 
tance of an api>lieai]tt^s academic and intellec-tfual Capabilities to his 

*"It is teco^^ecf that thelje is r^o universdl agreememt on what 
constitutes a "good*^* provider O^iiealdi care. ; Certainly, insofar as 
SHP is concerned, the definition' includes good-judgment, empathetic 
relationships with patients, gffec^^ in team-care; delivery of 

health services, ahd dedication to self-evaluation and c^mtinuous learning. 



conipetence as a health- care provider. The SHP selection process will 
regard the academic achievements and intellectual capabilities of its 
applicants in a perspective that recognizes that becoming a health 
professional requires a high levjel of intelligence and perseverance 
(both of vMch can be at least estimated by traditicmal measurements 
of academic perf oimance) , but that superior academic capabilities are 
not -required to qualify an applicant for SHP. - 

. Accordingly, a niinimum standard of academic/intellectual 
capability, as measured by grades and/or various standardized examinations 
will be established for each of the, curricula 'within the School.* The 
final level at which to set the prescribed academic, standards can^be 
determined only after the^^analysis of longitudinals data on the per- 
formance of SHP students and graduates. The sole purpose of the 
standard will be to identify those applicaR;ts'\Ao are sufficiently 
intelligent and academically capable to sUcCeed in the SHP curriculum; 
its purpose is not to ^arbitrarily reduce the*si,ze of thq' applicant pool 
to a predetermined size or 'td limit it to only' those \Aio, are the very 
highest agademio achievers. ^ • 

* " * » 

III. A SUGGESTED PROCESS FOR SELECTING STUEENTS ' , 

A. Introduction ^ • ' ' , , 

Hie following framework is intended to illustrate'^ the aj>plication 
of the above principle's of student selection i Steps and details will, 
be refined or changed once the decision to inplement the School is 
made, ^breover, once operational, the pVocess itself'will be carefully 
evaluated to ijipitove its functioning and the accuracy of its predictions. 

The process outlined is intended to apply generally to all of the 
School's professional curricula; specific variations required from 
^curriculum to ,(;:urriculum are not -discussed. Therprocedures ^ly most 
directly to students \Ao will be official SHP students - i.e>, 
medical, dental, health care coordinator, and nurse practitioner 
students; Admission to the SHP 'phase of training for' social work and 
pharmacy student?^ (v*io will bp official students of other institutions 
and receive only part .of their profession^ education at SHP) will be 
based ipon criteria similar to those used in selecting official 

• • , . \; ^ - 1^ 
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SHP stijdents, although the selection pxpceduies can be^ less fQimal.* 

B. ^ Thfir ProceAirt . 



* Sterj^'Qne; RecndtEDent Program 

. The selection process will begin with an active student re- ^ 
cndtment program designed to attract those individuals in \Aiom the 
School is particularly interested and to. discourage those for \Aojn the 
School of Health Professions is not appropriate and ^ose diances for « 
acceptance are, negligible. 

The recrui^tment program has two paramount responsibilities. The 
first is to attract as large a nuiriber as possible of qualified 
' ^licants from all sotio-economic badcgroinds. The second is to com- 
municate as clearly and -'thoroughly as possible SHP's educational 
environment (including its e^q)erimental^ natarre) , educational requirements, 
and other e^qjectations /for its students.. Caution will be necessary to 
prevent prospective ^licants from misconstruing the School's flex- 
ibilily in admissions Criteria and in educational progranming as 
lenienq^ in either re^aW. . ' 

Step Two: Initigll IScreening 

.ki acaderaic/int<^llectual standard (as measured by past academic 
expe^ence and/or results on 'standardized tests) for each professional 
program will be used .as an initial screen of all plications - to 
eliminate q)plicants yHiose intellectual ability does not appear to be 
higji enoiigh for successful perfoimar^Ce both as students and* as 
coii5)etent heal th-c/are providers. • ' ^ ' 

\ Step Three: jshe Second Screen - Selection for Interviews 
,Offers pf ^^aiidssion will be limited to plicants vAio have ieen 
interv3jewed, and' therefore, the basis ipon vAiich interviewees are 
selected is dritical. This selection (from among all of these who 
have passed the | initial academic screen) will be based tpon a review 
of written Spplication materials. This second revipw will evaluate and 

1 '■ — ' 4 ■ — — ' ■ ' 

Acceptance of I social wdrk and phauiacy students into SHP will, of 
course, requir^ thfe jagreement of the institution from vMdi a student 
-will earn his brofessionaLl degree; for a School iiiplemBn}:ed at' UOP/PMC, 
representative* of tiie lX)P>School of Phaimacy and the UOP Sdiool of 
DentisTtry willj participate in the selection of students for the SHP 
dental and phaimacy programs. 

• / ■ ' . Gi 
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rank applicants in accordance with predetemiined criteria o£ the follow- 
ing kind: ^ . 

• . Probability of pursuing a career as a prirrtary-care 
\ provider (a pisdiction that is currently difficult 

to' make); 

^ Capability of engaging in self-directed learning;* i^? 

• Satisfactory verbal skills; i 

• Prior experience in or with health- care, or an 
awareness of the realities of contenporary health 
care delivery; ' ' ^ ' 

9 Potential to adapt to a variety of roles and levels 

of responsjlbility in the health-care delivery system; ' ^ * 

t Pertinent educational background (such as particularly 
relevant subject matter or methods of education) ; 

• ♦Positive and empathetic attitudes toward others. * 

The degree to -which each applicant has exceeded the minimum 
academic/intellectual standard for his professional progranLis not 
among the factors to be taken into account. To pre.^nt the xeiiptation 
to give pndue weight to an applicant's academic achievement per se , ^ 
this information could , be excluded from the applicant Is application 
docket dnce the. initial screening has been coinpi||fe. ^ 

. In -addition to a standard written applicati^, documents that 
could be -used in selectirig applicants for interviews include written * 
recommendations (structured and non- structured) from job supervisors, ^ 
teachers and personal associates; supplemental questionnaires*, and, 
possibly, non-cognitive assessment instruments. The reliability and 
validity -of some oF^the* information provided from these sources is 
subject to question and experimental stucfy'; great care will be reqioired 
to use sudi information in a fashion consonant with itS' reliability 



* As evidenced for example by participation in independent study, 
programs, self- initiated academic projects, and high quality independent 
research or thesis work; non-cognitive assessment instruments, useful 
in predicting independent instructional learning style preferences, ^ 
could pcJssibly be used as well. . * ' ' ' - 
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and validity.* 

The conposition o£ the interviewee '*pool" is crucial to a success- 
ful selection process** To maximize the reliability o£ selecting this 
group by means of, an evaluation of written materials, substantial 
attention will be given to refining and prioritizing the proposed list 
of sel^ection criteria, and to developing written docunentation that 
will facilitate accurate judgments of the extent to yihich an applicant 
meets those criteria. 

The cpjality of the applicant pool and -t]^ availability of School 
resources will influence the decision as to i^ether to hold the number 
of applicants interviewed to an arbitrary number or, alternatively, to 
offer interviews to only those viiose ^plication materials meet ' ' 

or exceed a certain predefined rating. ! ^ 

' Step Four: Interviewing and Final Selection ' / 

The interview will play a particularly "significant role in tRe 
selection process. Despite current studies questioning the validity 
or necessity of interviewing applicants, the SHP planning staff believes 
that it is indispensable to interview all SHP applicants ^\Ao are being 
seriously considered. Interviewing is the only - albeit far from fool- 
proof - way in vrfiich the School can obtain the infoimation and feedback 
required to evaluate., the applicant's suitability for SHP, and in which 
the applicant^ can evaluate the appropriateness of SHP to his needs and 
interests. 

An interview can help to assess attributes and capabilities that 

cannot be adequately judged from papeir credentials alone: the applicant's 

interpersonal communication skills, his judgment, his motivation, his ' 

problem-solving skills, his suitability to the SHP learning environment, 

and his potential to relate warmly and ecMfortably with patients, faculty, 

and peers. (This latter consideration is especially, significant in view 

•of SHP's enphasis on preparing its ^students to become providers of human- 

istically oriented patient care.)* If possible, role-playing exercises 

r * 

r < — 

^Further, it recognized that the primary motivation for some appli- 
cants to have engaged in some of the health- care' 'and innovative educa- 
tional Activities mentioned above ma)? have been to acquire "admission 
tickets.'' Though a distressing factor, its relevance is uncertain; 
for example, no matter what the applicant's original motivation to spend 
a summer working in a health-care clinic, his actual behavior and 
experience in that setting may be all that mattfers. 




or tests that will assess prpblera-solving abilities (not unlike patient 
management problems) could be utilized Suring interviewing to discern an 
applicant's ability to function well in health-care, settings* 

The direct observations of behavior and personality possible only 
in a person-to-person meeting can help to discriminate positively among 
many qualified applicants whose papet qualifications are similar. 
Conversely, as a negative selector, the interview can serve as a safe- 
g^jard to the Schoo}, and ultimately the- public, by eliminatii]^ from 
further consideration any applicant \Aose behavior during the inter- 
view signals iinresponsiveness, lack of warmth, or poor judgment. , 

A standardized foim for rating interviews will be developed. All 
applicants vihose xdting equals or exceeds a predeteimined level will, 
by definition, be considered acceptable for acjmission to the School. If 
the predeteimined minimum - which should be set independent of the 
number of applicants interviewed , and of the number of available places - 
-has been 'set high enough, it is unlikely that there will be any 
validity in trying to make further discriminations among the individuals 
ih this group of acceptable applicants/^ Therefore, should the number 
of acceptable applicants exceed the number of offers of admission to be 
made, the final selection will be made on a strictly random basis. 

Many significant-details - such as 'specification of the relative 
in^Dortance of various non-academic selection criteria ^d of the most 
reliable way of evaluating applicants against those criteria (both in 
the review o± ^plication materials and in^ the interview) - have been 
omitted from the above description of the ^stu^nt-selection process. 
This omission reflects the -planning staff's belief that such details 
are best left- -to those who will inclement the selection process and to 
its recognition that in some cases ^ greater specificity needs to await 
the results of more extensive research both within and outside of the 
School of Health Professions. 

C. Admissions Committee ^ . > ' ' , 

= . ^ ^ * 

The composition of the admissions coninittee will reflect the goals 

of the School and of its. selection process. Membership will be drawn 

from all academic-^ levels and all professions -on the faculty, and (as 

* - — * 

they-beccme available) from students. Ccnmmity representatives' 



(including patients, potential patients, and organizations with a 
stake in health professions education and health-care services) will 
also be included. The con^josition o£ the coranittee should be shifted 
from time to time, as neeiied, to reflect the current en5)hasis* of the 
School. To ensure both heterogeneity and continuity, thexcmiiittee^s 
^ membership could rotate on a staggered, three-year basis. • 

An orientation program will be developed for oncoming adnissions 
coranittee members. The purpose' of the orientation will-be to clarify 
the goals and procedures of the student-selection process and to help 
members interpret and apply admissions criteria in an uniform a manner 
as possible. » ' 

As the School grows in eicperience aixi complexity, nm problems 
will arise, and alternative means of student selection may become 
/app^ent. The committee will review annually its policies and 
procedures and raalce appropriate changes.^ As will be true of all 
conqponents of the SHP, the committee will assemble a data base and 
develop instrumentation to refine the sel^tion process. Hiese data 
and instrunents wilL serve not only the needs of the School of Health 
Professions, but those of the broader health professions education 
ccmnimity and of the. general public, ail of lAora are increasingly 
aware of the extent to vdiich inprOvements in health-care delivery . 
are dependent upon reorienting the procedures by which future health 
professionals are chosen. 
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ORGANIZATION AND TORNANCE 
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' CHAPTER, 'sllMMART^' 



The School's organization and gpve;mance, are 'designed to be 
congruent ^with. its g'odls*an<l ftui^ti^pns^ > The roles, responsibilities, 
and accountability of st^udents, faculty, anSt administratqrs will be 
defined and reviewed annually in aii^^^ffprt' to make more explicit the 
Criteria for decision-making'. A ney 'gxdup named the "SUP governing 
body" will constitute th& final fiscal and policy-making structure. 
It will formally relate' to , the parent i^'iyersi ty sLnd its external 
^affiliated research, patieiit-'care, and educational ent<{ties. 

Internally, the School's org aniiation' will not be based on a 
departmental structure, but rather will ^follow the form and function 
of JiiB^j^dixcational plan. The organizational structure includes a 
, ^\*'module, cpiranittee" and a- "professj-ons mmtditejs.'' For purposes of 

/he^l^care and al^ciplinary r^^earch/ departmental organization and 
^^.^dentity wiH Jbe maintained -in affiliated institutions. 




CHAPTER 5 > 

organizaAon and governance 



-I. INTRODUCTION; THE OBJECTIVES OF IHE ORGANIZATION 
OF IHE SCHOOL OF HEALTH PROFESSIONS , 

, ^ ^- — ^ — r-' 

Hie School of Health Professions must be organized to function 
responsibly and responsively for its internal and external consti- 
tuents . An organizational and governance plan in concert vdth the 
basic rationale of the School of Health Professions will be one that: 

• Maximizes coirntunicatioli; 

• Involves interested and affected parties in decision- 
making; • 

, • Avoids, a rigid structure that precludes r.easonable 
' ^ change ; 

# 

• Places authority for educational matters within the 
faculty;, 

• Preserves the School's multiprofessional emphasis in all 
programmatic decisions and in curriculum implementation; 

• Provides for ad hoc groi5)s or task forces to deal with 
specific definable issues (and to disband when no. longer 

^ . needed) \ 

• Determines criteria for accountability, ^and provides a 

> m^^chanism for feedback and evaluatiorj for all conponent 
groips within the School; / . * » 

• Provides for an orderly transition c^f power as people and ' 
programs ,change ; * ' , * 

CJearly assigns advisory and.decision-'making responsi- 
biliti.es (to individuals and groips within and, outside of 
the School, as appropriate) concerning: (1) academic 
affairs (instructioii, curriculum d^evelopmeht, selection 
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and. promotion of students, and selection, assignment \' ' 
and proniotion of faculty) , (2) fiscal management and • 
allocation pf resources, (-5^ organization and delivery 
of patient-care services, and (4) managemejit of 
research. ' - 

TTie organizational structure must be sufficiently specific ^and^ 
defined to protect tJi^ educational plan and ensure academic freedom,^ 
vMle being general and flexible enough to recognize the need for aftd 
even encourage change. The organization must provide a mechanism 
\Aereby patients, students ^ faculty, non-professional enployees, and 

^ those segments of the private and public sector that support the ^ 

, School financially have a clear ^opportunity for real involvement in 

. the* decision-making process. 

Jt is assumed that the School of Health Professions will be im- 
plemented within an existing academi-tf Health center. The organiza- 
tional plan must, therefore, 'delineate the School's relationships 
with at^ least fo^r groins: the parent or sponsoring university; 
affiliated' hospital (s) and ambulatory-care facilities; adjunct re- 
search institute (s) ; and the surrounding, community. 

One of the unique features with which the School's internal 

, organizational structure must deal is faculty governance within a 
multi-disciplinary context; a way must.be found to give 'adequate 
voice to the legitimate needs of the faculty in each of* the various 
professions, while preventing unwarranted 'splintering of the faculty ' 
aloitg, professional lines. It i*s also essential to assure that part- 

, time faculty are given ^propriate and 'realistic representation in 
governance and detision-making. ^ ^ * 

There are no existing models that seem entirely appropriate for 
either the internal or the external oi^anization of SHP. The basic 

' tenets of the SHP organizational plan^^must evolve from experience 
Kith traditional models and an awareness of their strengths and weak- 
nesses, from consultation with experts, and from the formulation of 
alternatives ojr options. The development of a plan will require con- 
tinued study arid discussion by a small but representative groi^) of the 

Sdiool's initial faculty 'and administrators. 



The organizational guidelines that are presented in this chapter 
are tased upoa a desire to relate the School's structure to its 
functions. The achievement* this objective 'vrill entail modifica- 
tions to the traditional foims of organization and governance in 
health praf ess ions education institutions. Hqyfrever; the organiza- 
tionsff structure and the major academic and administrative policies 
of the School of Health Prafessions 'must be congruent with thqse of 
the .university • with \diich the School affiliates. 

II. RELATIONSHIPS WITO AFFILIATED ORGANI^TIONS ' ' 
' ' / . AND EXTERNAL CONSTIH^ICIES * . • • 

A clear and appropriate delineation pf responsibilities and . ' 
authority between the School and its ^several affiliated patient-care,, 
educational, and research organisations is essential to the goals of. 
aiP. A means of obtaining -the guidance, of other affected external 
groiqps and individuals in the determination of SHP priorities must 
also be' developed. ^ / * ^ 

The £ii)al fiscal ancl major-policy decision-making responsibil- 
ities far the School will be vested in a group named the SHP governing * 
b'ody , i^ichwill be- established early in the School's development. 
The governing boc^ will serve as the official^ link between the 
School '5iinfernalV,^di5>onents' and*it-s yariou§, affiliated and external - 
constituencies. Whatever rhe local circumstances under which the 
School %s inplemented, its governing body should' be conprised, minimally, 
mally, of representatives of its parent university, ef the ambulatory- 
care, hospital, research, ^nd major educational institutions with 
which it affiliates, and community lea^ets ancflay people repre- 
senting patieAts. The governing body will help (in concert with • 
students, faculty, and alumni) to ensure the School's success -and 
accountability to the public, to bring pertinent experience and per- 
spective to the review of the School's policies, and t^ present to 
the School's administration, faculty and students, the' pertinent 
interests -and concerns of the community and of groups not represented 
on the governing body. • , . 

The SHP governing body could either 6e formed from an existing 



stnicture, such as a university board o£ regents, or be develq>ed as 
a new, £ree*standing body. The external organizational structure 
•prc^Dosed in this chapter (see Figure 1) is based i?>on"a newly formed 
'govexning boc^- i.e., the SHP governing body will relate its activ- , 
ities to the Sdiool's parent miversity and to its affiliated ^re- 
search, patient-care, and educational entities^ but it will function 
autonomously front the boards of regents (directo^,- trustees) of any 
of these institutibns.^ » \ ) 

/ All meiAers of the-^Sff-.g;overning body wim^rve for finite 
terms, and thbir reappointments wi3^ b^^TSgtilated. All initial and 
subsequent meirbers will be selected by the respettive governing 
boaa^ of the parent university, the affiliated hospital, the 
affiliated or adjunct research organization(s) , the various other 
affiliated clinical and educational organizations, and coninunity 
organizations. An individual designated to serve on the SHP governing^ 
body need*iiot be a. member of the ^governing iJoard or an enployee of the 
organization by which he is selected, though he should be able to 
represent the views of that organization. It is anticipated th^t those 
\iho are selected to* membership on the SHP goijeming body will be 
primarily conmunity leaders and representatives of the profession^ be^it^ 
trained in the School. • ' ' 

It isu essential that members of -the SHI^ governing body be par- 
ticularly, and perhaps singularly, committed and dedicated to the ' . 
goals of the. School. Innovation in education requires constant modi- 
fication and reth^Lnkirig; individuals with simultaneous responsibili- 
ties or commitments to -other feducational -institutions would find them- 
selves rapidly .over-comnitted and frequently confronted with potential 
conflicting ii^-^erests and priorities between SHP and the otlieT (com- 
peting) iijstitutions. " • " . " 

The' drganizations* that appoint m^ers to the StfP governing 
body will retain authority in those areas with vAiich they 'are tradi- 
tionally and appropriately ooncerned; thus, academic appointments to 
SHP will be handled through thp parent university; research appoint- 
ments and activities will be handled by the jesearch* organization's) ; 
arid patient-care. policies and servic^ahd ^ointments to hospital 
staff and departments will be the province of the pier^inent hospital " 



health services organization. ' \/.^ ' • ^ . • / 

* ^ Ihe SHP* governing body, wiir relate to' the .School^ s- chief 
administrative officer through an SHP argani2;ational council (see" 
Figure 1); the organizational council will include 'the acadjeanic vice- 
president of the parent .university and the respective vice-president? 
of education for the affiliated hospital health services and ::e$j3arch 
organizaticns.* The chief administrative officer pf the School .yoiild 
be a member arid the chairman of the organizationai bou^ci],. 

* The arrangements described above 'for the SchooL^.s relationships 

with its affiliated organizations and external constituencies' repre- 

» ' * . • 

sent only one of several potentially workable arrangements. A nunber 

of optional structures for the School *s ''external organization** 

with reference specifically to^ a School iuplemented at UOP/PMC " are •. 

presented in Appendix 4. ^ ' • ' \ "J ' - ' 

• Foimal, legal relationships will be req[Liired^be"t\teen the SchoQl 

and each of the health-delivery institutions -with .v^'ch it affiliates 

for, the purposes of stu^nt education. A ?aiiple fonrtal aff^iliation 

agreement is included. in i^pendix 5. " , » • v 

. III. INTERNAL ORGANIZATION OF THE SCHOOL OF FffiALTH PROFESSIONS ^ . 

, • . « . ' ' ' > 4 ' 

* , ' ' . 

A. ' faculty. Student, and^ Administrator Roles and Priorl'ti^ s 

Ihe intemdl cJrganizational structure proposed, for the Sd^l of 
Health Professions is designed to malce it possible for faculty,.' 
students, and administrators to fulfill their fespectiye major respon- 
sibilities and priorities as described below: ^ ' ' , ^ • 

• Faculty : ^SHP faculty" will be responsible for developing . . 
and providing the educatiOTal e^^rifences required By^ 
the curriculum. ^^Jfember^ o^ thp faculty VilX-enggtge oji ' 
patient-c^re and/or research^ (i • ^ m l^diicatiQnal*, cl^ili- 
cal, or biomedical) as '.^i^risCte .tp each faculty \ \. 
member's background, to his* needs for 'professional growth • • / 
and development,. arid to the priorities of the Sd^Qol. 
'Faculty ^members will also help to develop a governance*' ' 
plan that Specifies authority,, responsibilitiejp , and- 



t, * 



accpvsitabilxty., and will responsible for abiding 
by the- plan so developed. * . * • 

'-Each faculty member will, relate to the^adminis- 
tra^on throu^ a foiinal contract (specifying respon- 
sibilities, terms of performance, and means of 
evaluation) , vdiich will be the basis upon whidi a 
faculty mSmber'^ performance wiEfbe^judgei^d iqjon. „ 
which his continued 'en5)loyiient and pfomoticsi will be 
based/ ' ^ ' , ^ • . , ' ' 

^Students ; All SHP students accept responsibility 

fqr their own education and for effectively contribut- 

uig t*o the select ion. gnd^'proitot ion, of students and 

"faculty, tliis^ latter reSppnsibi-lity is' U6f an ac- • 

" cepted -practice 'jLh/.iiaaiiy. schpol^ Althou^ the respon- 

sibility jd.ll i:equire"6tiuients .to invest ^,sufficient • 

. .firne and'effott beytfnd that ret^uired for reaching 

their strictly educational goals, it will increase 

and inprove conmiunication between facul.ty. anci students, 

. * * « Jit " * ' " ^« ' • ^ > 
atid is "considered -by ^SHP^to be an integral part of 

becoming a professional^. ^ ^ - ' 

AdMnistr^tors ; The primary function of the adminis- 
tration i^ ,tb facilitate .the educational activities 
of the School. < SHP ^'administrators^ will : (1-)- facili- 
tate theWterftction of faculty and students in the . 
pursuit of "the School *s.^oals; (2) suggest, guide, and 
present options ia priorities Suggestions for 
chai\ge; '(3) proVijde the atmosphe:^* and support' "for 
faguity -iid students to^ coirtinually tilarify goals; ^ 

(4) , relate to thfe/SHP gweming body concerning their 
performance of contractual eDqpeqtajicieg (similar -to the 
way in ^diich, faculty will relate to the administration}; 

(5) ., become involved, with ail segments of the School 
and coijmbnity ift establishing policy,' setting priori- 
tieki and developitig-progfrairis; and (6) *be th*e account- ' 
able bf f icfers for .1;fie School ^- for its management and 



its oontinuing functioning and gi^jport* 

B. The SHP Iptemal Organization; > Structure and Function 

The proposed internal structure^ for the Sdiool of Health' 

Professions is illustrated in Figure 2. - 

,The departmental organization familiar to dental, medi-cal, and 
"* \ .1 

other health professions schools will be avoided in SHP; departmental 

structure, \dierein each department has its own internal goals in re- 
search and graduate training, would be contrary to .the SHP goal of 
providing education for, the team delivery .of primary health cafe, 
however, the ileed for spme administrative structure along pro- 

^fQSsional lines for the purposes of health-care delivery, research, 

* and graduate education is recognized. Hospital and specialty groips 
affiliated^with the School will maintain jJepartmental organization and 
identity. Similarly, the affiliated research institutes will maintain 
their organizational structures organized around disease, organ, or ' 
basic science disciplines i However, the internal ^ organization of the 
School itself will not be based ipon a departmental structure, SHP 
faculty will be able to maintain professional, financial", and academic 
associations with perfinfent departments outside bf the School, v^ile 
working^dn^a non-departmental arrangement within the Schopl.u \ 

There are a variety of wa/s in ^ which the faculty could be orga- 
nized for advisory and decision-making purposes. For exanjDle/'the 
various stages within the SHP cutriculum (see Chapter 2) might be used, 
as the basis upon, which several coimittees could be developed. 

'Another, more traditional, way would be to have one conmittee consis- 
ting of representation^ bf basic scientists and of clinicians. Other 
possibilities would be to use organ systepis or typical departmental 
structures as the mode of faculty representation for -advisory and 

.decision-making puiposes. . , ' , 

The^ organizatfonaL principle, selected for the School ,is neither 
of 'the above; .instead, the basis upm^i^ich faculty advisory and deci- 
sion-making groups will be formed will be the patient-problem modules 

♦upon i^ch the curriculum is based. \ ' ' 

A module- committee, whose menfcership wiiljbe.conposed of, and* 
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elected by, faculty, students and educational personnel, will be 
created; it will be responsil^le for the development of instructional 
materials, the evaluation and implementation of clinical experiences, 
interprofessional education, and the final student evaluation for the 
respective modules. As considerable overlap of involvement in^ the 
modules being developed will exist, a fonmila will need to be 
established to regulate the distribution 'of faculty, students, andj 
si5)port personnel on the module committee so that adequate and 
^ropriate distribution can be assured. 

The professional identity of*SHP faculty members will be recog- 
nized thix)ugh the establisj^inent of a professions committee , whose 
membership^ will be conyosed of, and elected by, faculty from each of 
the professions educated .in the School. The professions com^iittee 
will be charged with specific responsibilities relating to health 
care (e.g., handling conflicts over areas of professional responsi- 
bility and authority) . It is probable that both interr and intra- , 
professional. subcommittees will be formed to deal with matters such 
as licensure (and re licensure} of students 'and'* faculty, new. .research 
developments or activities ,^and*eii5)loyment conditions. The varioys 
administrative concerns of the faculty, such* as space, support per- 
sonnei\ travel, and changing assignments, will be handled, through 
the professions committee.' ' ^ - 

The professions. committee and the module committee will be the 
prime source of elected representatives to the SHP executive 
committee . The executive committee is the senior decision-making and 
advisory body to the central administration. It will meet, at fre- 
quent and regular intervals, with the chief administrative officer and 
others from the School's administration. The executive conmittee will 
set general intemaj School policy guidelines, in cpordination with 
the chief administrative officer, and review and recommend appoint- 
ments and promotior^ of both faculty and students. 

The third sour^ce of executive committee members will be repre- . 
sentatives from the facult^^ and student body who will be placed on the 
executive conmittee by general election. For purposes of initial, dis- 
cussion, it seems that weighting the representation pf various constit 

uencies on the executive committee would be^desirafel5* (For exanple, 

* 
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representatives from the module committee^ professions committee*, and • 
from the faculty and students coiild be distributed at 4:2:1; thus, an 
executive committee of fourteen members, plus the "chief ,adminis.trative 
officer, would be conposed^ of eight members from the module caranittee,, 
four members frm the professions conmittee and one representative 
each frm the faculty and students.) , . • , 

The central admin^i strati on has npt been specified .beyond the 
chief administrative officer. By creating 'labels (e.g., dean, asso- 
ciate dean, president, vice-president, etc.), a set of e:q)ectati6ns 
is created- as to the style 'and, activity of these individuals . that may 
not^e consistent with functional needs of the School of Health ^ . 

Professions. 

Each conmittee -(professional, module and executive) will *have 
both advisory and decision-making roles. The profess ion$ committee 
will have decision-making responsibilities in health care, and the 
module committee will have decision -making responsibilities in 
curriculum inplementation and interdisciplinary ejducation.- The ^ " 

executive committee must establish with the chief administrative officer 
a clear understanding of their respective decision-making responsibilities* 

It shall be the duty and power of the facu],ty, through its 
elected representatives on the executive, professional and module com- 
mittees , to' recommend to the exegutive committee , and particularly to 
the administration or chief administrative officer, inanagement deci- 
sions regarding the policy, goals and organization of the School, the 
welfare of its faculty, and the School's perfoimance of teaching, re- 
search, and service functions* The faculty shall formulate and 
determine educational policy . The faculty and students shall also 
formulate and recommend student admissions requirements, determine 
criteria for student promotion, and shall recommend to the SHP govern- 
ing body the granting of appropriate degrees. 

From time to time, ad hoc or task force groups, primarily of 
faculty and administrators, will be created to handle specifically de- 
fined and critical issues for which consideration by the executive, 
professions, or module committees would be inadequate or inappro- 
priate. To prevent creating rigidity §nd excessive conplexity in the 
School's organizationjal structure, these groips should be disbanded as 
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soon as they have acconplished their express purposes. ' Such coimnit- 
^tees may be established, and their membership determined, by the chipf 
administrative officer, by the executive conmittee, by the professions 
committee, or by^Ehe-HK)dule-<KOTnittee, ^ Unless an ad hoc groiq)*s 
specific chatge logically precludes .students, eVery ad hoc group will 
include one or more student representatives. 

^ IV. GENERAL ACADEMIC AND AIMNISTRATIVE POLICIES' 

When members of specialties, research organizations or patient- 
care departments outside the School are assigned educational functions 
within the School of Health Professions, their primary re^sponsibility 
will be the' education of SHP students; other responsibilities' and 
duties will be of secondary consideration during the -time of assign- 
ment. Each year faculty members of the SHP will negotiate the extent 
of their respective time commitments and responsibilities and their ^ 
means of con5)ensatiori with the School *s chief administrative officer^ 
and with the director of the professions or module committee and 
the ^chairman of f their (external)' patient- care or research department, 



if applicable • f 



A faculty monber may firs't be recruited by an educational program 
within the School or by an outside patient-care or research depart- 
_ ment. If recruited by an educational program within' the School, he 
may choose to have a secondary appointment within the appropriate ex- 
ternal department. 

The School of Health Professions has the responsibility to docu- 
ment, record, and ei^luate its ..educational planning and inplementa- 
tion. To this end, educational, health-care and behavioral research 
shall be integral parts of the School and its first Research priority. 
However.,_^djgnJd:s:i3D2l^^ interest in bimedicai research will 

also be encoiiraged to become- involved in the School. TFor exanple,' the 
Institutes of Medical Sciences (IMS) are an integral part of the geog*. 
raphy and atmpsph^rel of Pacific Medical Center in San Francisco. If. 
the -School were inplCTiented at UOP/PMC, negotiations for time and 
space (for biomedical Wesearc hl wit h thJ!^IM S would be. carried. out hy 
prospective faculty meijibers and by the chief administrative officers 
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of the School and o£ IMS. (See Appendix 15 for ^ description 
of the several institutions conprising the Pacific Medical Center 
conplex.) * ' 

Faculty policy will ccjnform in general to the statement of 
governance o£ colleges and universities in the Anerican Association of 
University Professors documents and reports (1971) , with tlie exception 
of tenure. As traditionally applied, *tenure means continued support 
of a tenured individual, regardless of his perf^imance of duties; only, 
immoral behavior or program deletion are considered legitimate gromds 
for dismissal. In the School of Health. Professions, a faculty mem- 
ber's continued employment with the School will be subject to annual 
renewal; his *eni)loyment will be renewed- automatically; provided that 
he has met the contractually agreed-ipon performance criteria (and 
assuming the School's continued need for the skills and expertise of 
-the faculty member). It should be enphasized that over the long range, 
•the demonstration of excellence and creativity beyond the siiiple 
meeting of minimal performance criteria from year to year will be 
expected. ' This approach is intended to assume quality performance by 
faculty without sacrificing freedom' of expression^ ' ^ 

To permit the expression of a reasonably broad range of views by 
those who will have to 'abide -by the School's govemande, the writing 
of specific by-laws for the School of Health .Professions should await 
the arrival of the initial faculty and administrators who will • 
inplement the School, and should be reviewed by students when 'the 

School opens.* 

^ • 

^ ^ - % . — ' 
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CHAPIERG 



EVALUATION 



CHAPTEfR, SUMMARY 



^ Evaluation is particularly important for the SHP since^ many of 
the , School's concepts are Experimental and dependent upon systematic 
assessment of performance. ' Systeipatic procedures are desf:xihed and 
illustrated for evaluation of students, cuxiUculum, faculty , 
administrators, and the organizaiional structure. 
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CHAPTER 6 • . * 
' EVALUATION " ' 

I. iNTRODUcriaN ' ' ■ . 

^ ' The evaluation system at any educational institution is one of 
its most in5)ortant components. It is particularly inportant for the' 
School of Health' Professions, many of whose concepts are experimental* 
and dependent upon systematic assessments of performance* , ' * 

The SHP defines evaluatipn^ as the process of describing some 
person, process, event, or product and judging its worth with respect • 
to an explicit or implicit standard (Stake, R. , 1967) . Such judpents * 
should usually provide information useful for decision-making • 

.Some evaluative activities occur informally as the student 
proceeds through the program* Evaluation everts have termed this 
formative evaluation since it helps form the instructional program. 
Students v&e the informal feedback obtainable from faculty contact, and 
practice examinations to alter thjeir study habits and devote increased 
time and>effort to. areas of deficiency. Faculty closely monitor / 
educational p?-ogtams as they unfold to discover v^iere. faculty effort* ^ 
needs to be inc\eased or redirected, or-' where' additional resources nfeed 
to be brought forward. - . ^ , 

At periodic intervals, it is necessary to make basic decisions 
about students or programs which require 'a more formal gfatherin^ and * . 
weighing of evidence. These evaluations are called summative' ^' 

evaluat ions / Since both the achievements of *the students and the effec 

■ ^ t , / ^ ♦ 

tiveness of the programs., , faculty, administrators, instructional . 
* resources and materials 'must, undergo evaluation, the School will 
have four types of. evaluation in pirogress at all tiin5s^(l) formative, 
evaluation of students; (2) formative evaluation of programs, faculty,* 
administrators, instructional resources and materials; (3) sumnative 
evaluation of students; and (4) summative evaluation of programs, 
faculty, administrators, instructional resources and .materials. 
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II." PRBLIMINARy EVALUATIVE PBOCEEURES^ 
Some preliminary steps .essential to an effective -evaluation 

' . * * ' * 

pi^ocess have alresufy beei) perfoirod in the course of planning the 

*• 1 ' ' 

School of Health Professions, and this report reflects sore of them. 
It is desirable tiiat any new program arid any revision of existing 
programs in health pro:^ssions education be able to answer the following 
questions: 

• Whit are the program's goals and objectives, in terms 

of both instructional process arid student pdrfoimance? 

• Are these goals' and objectives appropriate and ^ ' 
congruent with the demands of the present health-care 
system? - 

, # is the educational system that is planned to reach these 
goals ^propriate, feasible, and practical in terms of 
cost-effectiyeness, ,the state of present-day' knowledge 
about ^ealth-care systems, the organization of medical 
education, and the principles of learning? • 
^ • What assunptions are. made, in designing the system? 

* • -What methods are used to test these assunptions and then 
to mqdify the program accbrdih'gly? . ^ . 

• What data are to be .collected regarding the program? 

• When* should reassessments of the f)rogram be made? 

• How can improvements and changes in the program be made t 
after it is. undeiway? 

. , . III. PROPOSED FORMS. MP METHODS OF EVALUATION * . 
A; - Introduction ' . * . ' 

TWq evaluation biases should be made explicit to the >req^det. 
The' first is the need for frequent and agreed-ipon feedback conceffning 
performance, regardless of \Aether the subject is students, 
curriculum,' faculty, administration or organization. The second, is 
that i\xii feedback is infinitely more likely to- change behavfor in 
desired directions if the peoi^e af^fected agree beforehand on the 
freqgency and 'kind ol feedback, and criteria involved. 



B. Evaluation^ of Students 

• The evaluation of students will have thi^e majtJr goals.. The 
first and most obvious will be ensure that each 5tudei)t demonstrates, 
the coirpetencies explicitly required fey the School.' The second goal 
will be. to provi.de each student, v^ith frequent opportunities to assess 
his own progress. The third will be to provide the faculty with . 
frequent evidence concerning each student's progress. The second goal 
should be achieved by virtue of the numerous self-eyaluations in each 
module study guide (see Appendix 1 for exanples) and the third goal ^ 
should be achieved by virtue of the coimunications system described in 
Chapter 7. Therefore, this section focuses on the first goal - i.e., 
assuring that the student- demonstrates the required competencies. 

The. evaluation of student achievement ranges from informal nods or 
words of ^proval to the certifying examinations found in each module 
stucfy guide. The choice of assessment tievice or procedure will be suited 
to the kind of competemcy being evaluated. For example, if recall 
of knowledge were inportant to a particular objective^ a multiple 
choice, true/false, or matching question format would be used since 
thelse are most suitable for evaluating this type o^conpetence. If one 
wished to measure a student's ability to apply information, one could 
select a Case Study Problem format* (Fleisher, D.S., 1972; for an 
exanple, see pages 34-36 of the Obesity Module Study Guide in Appendix 1.) 
If problem- solving or clinical judgment i^being assessed, then one could 
select a Diagnostic or Patient Mafiageme^ Problem, other written or 
' confute r simulations (Helfef, P.E., alii Slater, C.H. , 1971; McGuire, 

C. H., and Babbott, D. , 1967; Williamson, J.W. j 1965; Harless, W. , et al, 

1971) or an audit of thfe student's actions in patient records (Weed, L.L., 

1972) .' For psychpmotor skills (e.g., opthalmoscopy) , non-written 
simulations are appi;opriate (Arsham, G. , Colenbrandpr, A., an^ ^ivey, 
B. , 1973). Also, simulated patients can be utilized to evaluate 
communication skills. Various simulation problems are included in the 
modules so that students can gain practice and feedback in informal 
settings prior to encountering such problems in fbrmal certification. - 
situations . - ' ^ ^ 

The achievement of \^ttitudinal goals can be measured in three major 
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ways:* by qiiestionnaire, through structured role-plying exe.rqises, or 
' through stnx:tured oral examinations. The major attitiidinfal assessments 
will be iSade by faculty (especially advisers) and by fellow students. 
The evaluations in the School o£ Health, Profess ions will enphasize 
q>plicaldon aM prpblem-solving imidi more than recall of infoimation. 

Irisho^p^M^en^ that in all tases, acceptable levels of. 

perforinance^^^^'be,pr6deteiTOJied before an evaluation is conducted. 
This ensures a criterion- referenced approach. A student ^either s^ucceeds 
or f^ijjjpFto demonstrate a particular level of performance: -If he 
fax}^he has the oppoVtunity to repeat (within limits) until he is 
able; to demonstrate mastety. . • , 



C.^^ Evaluation of Curriculum ^ - ^ . 

f It is highly desirable to monitor the (Jay-^tq-day operation of. the 

ciH^ricAum so that changes can be made during the program to correct 

fof^deficiencies. This can bp done by faculty observation^ infomal 

discussions with students, student que^^^nnaires^ anS analysis of 

student performance on practice quizzes. For the clinical^^ aspefcts of 

the curriculum, data wil4 be gathered from patient records and, charts, 

infdrmal observations, and patient opinion. ^ 

The major curriculat coiT|)onents to be evaluated are the modules., / 

both individually and in the ,context of thfe full eufriculi|p>. The 

effectiveness of each module, *the. clarity and app^ropriateness of 

instructional materials, *and 'the sequencing and pacing of student stucfy 

are; examples of areas to be evaluated. Sources of data will include 

•student performance during each module and thfe clinical units; ^ 

/ ^ 
student attitudes toward the instructional n^tenals,* Zeaniing 

e^riences, curricular organization^ and faculty performance, and 

faculty opinion regarding ease of iTiplementation and student problems. 

The educational con^jonents of the ciinical units are a second 

major subject for curricular evaluation. The ease, efficiency, and 

"effectiveness of ^udent-patient-5f acuity interaction are examples^ of ^ 

'areas to be stuSi^. Data sources will include direct observation, 

interviews, and questionnaires. ^ 

Practice profiles systematically derived from' patient' i^cords 

will provide current information, on changes in incidence or prevalence 
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*of heal-fli-care Problems and diagnoses. Such changes qpuld then be^ 
used to -ipdate the curriculum.. , • » ^ ' 

At regular intervals fe.'g:, yearly), student, faculty, and/ ; 
administrative tqpresentatives .will review data on such "oVerstU issues 
as the following^: * / , ^ 

• Are the oiigpal curricular objectives §till appropriate? 

• If not, whati changes need to be made and^why? 

% ' # What .evidencte. is there that th6 students are acconplishing 
the' objectives? Is the evidence adeqiiaxe or is more 
needed? . ' • / ' ^ " 

• l\hat do the ^students and faculty think of .the ^curriculum? 
Why do tKey fe^l ,the way 'they dot If'Stiadent or faculty 

* copo. are not acted ipon, viiy'n'ot^ 

• How' U*tlctive has the faculty been in -planning instructim 
and in^r^lating^'to students? *. " * ^ 

• Are the p^rogram goals^ still ^propriate? * - ^ 

• # Are the goals, objectives, and instructional methods , 
. ^ ^ still congruent? v ^ * > ^ 

t WJiat' changes in the objectives,* mstructional procedure^ 
and evaluation met'hods need to be made in response to 
data from student performance and opinion? • 

4 IVhat new data must be gathered?' ^ r ' 

The measurable goal of the curriculiii isVtor-pfrepare graduates who 

• can demonstrate the required collective competencies*^ in 'a/rea^onable . 
. period of time. . Beyond that, however, the School will gather data on 

the experience of its gi^aduates in tenns of placisment and success in , 
fheir practice settings and the extent to which the .currieular ^al 
*bf developing lifelong lescm^rs is* being fulfilled. 

i • ' • 

' " » Evaluation of Fgculty ' • ^ . ^ 

Assessing faculty coirpetence is a coirplex and controversial task. 

* With^ respect to a faculty mender's 'educational 'effort?,* several ^ ^ ^ 
^ possibilities^ exist. The ultimate measure is the* amount and rate of 

' • learning of :&e students ^for \Aom he accepts responsibility. . This may 
^ear paraddxical in a school that professes to place the major bui^den 



•of responsibility for leartiing on its students. The explanation is 

tiiat while, it is th'e student's resporisibi/lily to learn, it is, the 

responsibility of the faculty - especially of the faculty advisers - to'' 

guide an'd counsel, students to learn more efficiently ^on their own. 

Faculty resjjonsibilities for facilitating student learning are specified 

in a faculty p^rfornmce profile (spie Chapter 7) • ' * ' ^ ' 

Other modes of evaluating fatuity educational efforts include the 

following: (1) student feedback, mainly in the form of questionnaires; 

(2) analysis of the amount of time spent in educational actiyities ' 

^ ' * ' . 

, Cadvising, mdividual and small-groip teaching, creating -m3cfiile study. ' 

guides, and sei;vice on educational comnittees); and (3) analysis of the, 

quality of these educational endeavors. It is ijiportant to enphasize 

that ^te aching^ will not be evaluated on the basis of con^rison with an 

ideal, because there i^ no one best way to teach. Rather, there are 

many educational styles and methods \Mch, ultimately promote learning, 

and^each faculty menier Kill be evaluated individually, in teiims of his 

abilities to 'maximize his strengths (and miniiriize his weaknesses) in 

assisting' students to achieve *thier individual learning goals 

expeditiously. . ^ ' * * * 

A faculty men4)er's research will be evaluated by those of his peers 

who are qualified to perform such an evaluation. The patient-care 

activities of the faculty 'cAi be evaluated in much the same way that 

, ■ - . \ 

was. suggested for students - i.e., by means of patient-care record-. 

^ ti * • 

audits. Patient int;ei;views, and possibly^ patient cenpliance studies, ^ 

pan also be used. ' ' ^ , . 

*^ faculty fe^pointmen^, promotion, and salary increases will be 

based an, individual's' sdtisf&ctoty progress in the course of * 

frequent iee"ci)^ck of ev&luative inforination. T6 -die" greatest "extent 

possible, faculty evaluation must be conceived o^f as a positive method 

of encduraging and guiding^ individ^^ to inprove ^their educatiprtal ' 

effectiveness; its potential for^being Tegarded or u^ediin a pejoratiAie ' 

pr punitive way s}\ould be avoided . For the system to be iiiplemehted 

,in^this spirit ^requires 'that the School make available adequate , 

resources". (e.g., ia-se^rvice training) tp enable faculty msiribers td ' 

inprove* their performance'' in accordance witbsthe feedback and direction 

they receive in the, evaluation process .' . ^ 



^E, Evaluation of Administrators • , . 

Administrators in the SHP' are conceived of as facilitators and 
coordinators-. Therefore, wherever possible, the specific responsi- 
bilities*of each;administrator will be defined in an individual 
performance ptofile (see Chapter 7). Each profile will contain state- 
ments referring to the timing, frequency, and criteria for the review 
of the administrator's performance; these reviews will prbvide feed- 
back to the admini^stratar and become springboards for corrective 
actions* on his part* The reviews should be available to those in the • 
School to whom the administrator is uj.timately re's^onsible and 
'accountable. 

F. Evalijation of Organizational 'Structure ^ 

A review mechanism will be incorporated into each 6rganiza'tional ' 
m&de utilized in the School* ' For 'exairple, suppose an ad hoc group/ - v* 
is^ given the t^sk of defining, a serie$*6f problems, putting .th^m ii> 
priority order 'and- suggesting options for their .solution In the 
f ormatiofi 'of such a groip, some writt^ Statement should be made 
'regarding review of the grot^p^ work (i.e., fhe timing, frequency, and 
criteria for-the^ review). This philosophy wilPb^ applied to as many.- 
organizational arrangement^ as possible. - \ 

These organizational reviews are unfamiliar to many andVmay prove 
difficult to inplement at the 'beginning. ' An^ organizational develop- 
ment-consultant, hired ewer a six-month to a-f^ull-year period to work 
with 'the School's initial faculty and administrators, might prove very 
helpful in 'creating these organizational review jnechanisms. His 
assistance Ivoiild be best rendered before the School opens • The 
consultant's involvement witft the Sdjool should be extensive enough 
to ensui^e his familiarity with its objectives and the continuity bf his 
advice, but not. so frequent or ^tensive tfiat he* loses his outside,* 
objective pefspective.. . ' * * 
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CHAPTER 7 



.OMICATION SYSTEM 



J 



CHAPTER SUMMARY, 



A 'Communication^ system that specifies the flow of information 
betweep and amoig^g tfie p&ople involved in the School is dutlined: 
There are three basi'c kinds of information - administrative , ^ 
instruotioifal, ai^d evaluative - that are useful to administrators , 
facxiltxj^, students , ajid/or non-faculty practitioners . • The Chapter 
describes these\thr^e kinds of infonkktion and the ways in which ^ 
they will be utilized to maintair; and improve, communications « ,^ 
within the School. ' ^ 
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QiAI^reR 7 
(X«MJNI CATION SYSTEM 

I. INTTOKOION 



For the, curriculum and associated evaluation system described in 
the preceding pages to operate, relevant administrative, instructional 
and evaluative information must flow to and among the people involved . 
in the School, This chapter describes the functions of the people 
s (administration, faculty, students, and outside practitioners)^. the 
kinds of information involved (administrative, instructional, and * 
evaluative) , and the coptunicatibns system which allows access Ito this 
infomation* Systematic advance planning of the flow of information in " 
the School should increase the likelihood of having a good comtnunicatiort 
system, spraething rarely achieved in most health professions schools. 

IL_ ^EOP■LEJ_Ab^gNISTRATION, FACULTY." STUDENTS, PRACTITIONERS 

A, Administration 

The role of the School's administrators is to facilitate the 
educational, patient- care, and research activities oi students and^ 
. faculty. The administratis will develop, and m'aintain an adminis^tr^ive 
system coiTq)atible with an inclividual^d curriculum* This^ifiplies the ' * * 
need for administrative representatives to be actively involved In • 
curriculum planning, as well as in* continuous communication among 
stU(^hts, faculty^ and outside practitioners. ' 

Faculty " " » 

The faculty of the .School will function in at least one of three 
major roles: as advisers, as resource sf acuity, (Snd as primary-care. * 
clinician teachers and practitioners (see Chapter 3) . The adviser is 
responsible to his individual students and tef an intra- and/or inter- ^ ^ 
professional team. » The a4viser the student's major resource, as he _ 
progi^sses through eachirtpdule. The resQurce faculty of the School 
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(e.g., basic scientist, '"behavioral scientist, clinical specialist, and 
clinical scientist in Bivf profession) is conprised of content e:qperts 
\diose responsibility is to. facilitate the student's acquisition of 
specialized skills or knowledge in any given discipline The primary^ 
care clinician faculty deliver and te^di patient care^ Within tiie SdKX)l, 
and si?)ervise' students delivering care. 

« * 

C. Students 4 , 

The student's goal in the School is to become a coinpetent. health 

professional. He has responsibilities as a self-direpted leamer and a^ 

a team meirber. His relationship with his adviser is of particular 

ijiportance in his educational e:q>eri6nce. With the adviser's help, 

he will progress through his educational program and gradually develop 

♦ 

the skills of an independent leamer. As he does, he will be able to 
select and pace his learning e2q)eriences , evaluate his progress and 
identify deficiencies. When the student feels he is reac^ to be 
certified by the School in a particular performance area, he can 
sdiedule his examination and evaluation time with his adyiser. 

D. Practitioners (Non- Faculty) 

This group is to capsist of graduates of the School, pliis 
graduates of other schools, who are involved in continuing education at 
SHP, or vitio are providing feedback about the hea^lth-care system and 
patient needs, by means of conducting self -audits of^atient records and 
of m^iintaining prdfiles of their practices. TJiese two njechanisms will 
provide SHP with the ^ta needed to maintadn a curnculun that continu- 
ously reflects current health- care problems and needs. 

II I. INFORMftTION: AIMNISJI^TIVE, INSTTttOlbNA^ EVALU/VriyE 

The, data accessible 'to faculty, students'^ practitioners', and 
administrators are categorized as administrative, instructioilaj. and 
evaluative. Because of the extensiveness of the desired coimiunication 
system, information will be made retrievable througji conputer teiminals 
viienever practical. . \''o .1 

4 . ■ 



A^^jfaioistratlye Inf option _ m^^., ^ „ 

— Some of the ^dmnisOTative infclnnatjon will be disseminated by 
' traditional inethodis such is meetings memoranda, and bulletins. In 

addition, two conputerize^data files will make certain kinds of 
administrative information \available to those involved in the School. ' 
One of these files will provide 'operational data, including 
organizational, financial,* managerial, and other infopmation about 
the School. The other file will provide health manpower information , 
sudi^ educational requirements j> enployment opportunities, job 
descriptions, and sala^^y ranges for the various health professions. 
♦This information will keep the School apprised of changes in health 
manpower needs and will also b.e available to assist students. 

" ^B. Instructional Information ' 

A* library/ learning resources center will house wost of ^e 

- instructional materials, indexes, and catalogs* (e.g., of curricular 
problems, tasks, and learning resources-) needed by the- students, faculty, 
and educatlmaL^Jipport staff of the School. Informatiion essential to 
the curriculum, of the School will be available through annotated 
learning resources catalogs , which list the available instructional, ; 
resources , and materials and' indicate their location*.* Instructional., 

• materials 2£I se may or may not be computer-based and will include . 

textbooks', module study guides, other self- instructional units, ^ , * 
simulations,* descriptions of clinical ^experiences with patients, and 
films. Con^uter-based materials, can be obtained locally or. made ^ 
. available through tiie Lister Hill National Network of Biomedical 

— Communication. It is the intention of the School of I^ealth Professions ^ 

JtCL^utilize existing educational materials whenever appropriate and 
available. , " ^ * 

^ ^ / 

- C. Evaluative Infonnatiori\ 

Much- of the evaluation materials wi;Ll also be housed ifi the library/ 

learning resource center. Evaluation materials will include simulations 

'-o'f health-care situations and fprms for recording clirect observations; 

* as well as written and oral examinations. The module stud/ guide 

< , > 

'^See the fol lowing \^apter for a discussion of the relationship of , the 
various catalogs to ^e -module study, guides. ' 
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catalog will be organized accx)rding to patient problems, diagnoses^, 
j;and certain other functional areas (e.g., general office procedures). 
Bach module stu<^ guide includes self-assessment and final certificatibn 
materials (see i^ppendix 1 for sajftpie study guides).- Certifying 
examinations will also be indexed and retrievable independelat of 'the 
study guides. * . *\ ' ^ 

. There are several hew and distinctive conponents to the Evaluation 
Information files: ' 

• The perfoimance profiles (students, faculty, admini'strators)\ A * 
performance profile describes tlie responsibilities of each student, 
faculty member, and major administrator. ^ Based' primarily on the mDdule 
study guides, each student will have a performance profile that 
identifies the degree of proficiency Xq be demonstrated before receiving 
A degree or certificate in his dhosen profession from the School. Th6^ 
student uses this profile to direct and pace his own learning experience. 
Feedback fromf a variety of self-evaluation instruments and 'techniques, 

as well as from peers and faculty members, will -help him to assess and 
•monitor his progress. , 

Each .faculty menfcer^and administrator alsp has a performance ^ 
profile. These profiles, are developed jointly with those responsible/ 
for his hiring as part of the contract^ and are modified over time. 
^ An adAfiser's perfoi^man^e profile will specify tasks related to involve- 
ment with students. A resource faculty member's profile will mainly 
reflect tasks related to^ the content areas for \^^ich he is responsible. 
•A primary-care clinician factilty^menfcer's perfonriance profil? will 
describe patient- care "and student-sipervision responsibilities. The 
administrator profile identifies tasks related to managerial and 
organizational responsibilities. The perfomance profile varies with 
each faculty member and administrator and changes as his responsibilities 
are altered. , * ' ' \ ^ * ' 

• * jThe self- evaluation charts (students, faculty^ aclndnistrators)^ , * , 
Each Vtudent idll maintain a self-evaluation chart composed of the 
self- assessment section^ of the study guides, and other areas listed in 
his perfomtence ^toiile; the ^formatiooi will be proprietary to the 
individiifeil. The results of every self-evaluation session will be 
recorded on the chart. This allows the student to evaluate the skills 
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in whic h he mus t demonstrate con petence to monitor his progress .throjugh . 
his educational program, and to determine when he is ready to be 
certified in ^a particular area, , • , 

A similar self-evaluation chart will also allow a faculty member or 
administrator to evaluate his own conpetence systematically in the' 
tasks specified in his perfomance^ profile, and to correct any 
deficiencie's. This system helps to ensure a high level of performance, , 

Similarly, a fnon-facultvl practitioner may keep perfonnance 
profiles and self- evaluation charts regarding his continuing edycation 
and medical audit activities, ' 

• The certification jJiart (students). Each student will have a 
certification, chart, \diich lists the objectives he miist meet in order 
to obt^n a degree or certificate from the School, The objectives are" 
identical ta the Student's performance profile, but the certification 
chart includes his performance records,' With the certification chart 
the student (;an monitor his progress througjiout his educational ^program. 
The Qhart indicates areas in which he has been certified, thpse in 
whicti he has atteirpted ynsuccessfully to certi^,' and those not yet 
attempted. • • , * « , » . * 

• The fime-effort chart (st^udents) / The time-effort chart will 

fell ^a student how much* time and^ effort he has expended 3s he progresses 

.througji the curriculum. This information will be recorded and available 

in both his self-evaluation and certification charts*^ 

'I 

• A practice profile (practitioners). Prpfessional )||[ealthrCare 
providers viho are affiliated with the School will maintain ^dividual " 
practice profiles, \Aich will provide aa analysis of their practices in 
terms of the kinds of health problems seen most frequently, A 
practice profile will include such information as the sociological 
bacl^ground of patients, th^ setting in v^iich patients are encountered, 
and the patients' presenting conplaints and diagnoses. This kind of 
information will be reviewed periodically and used to make changes or 
modifications in the curriculum, ' , ^ ^ 

• • Curriculum information . Data to provide an indication of 

»i A 

how well the curriculum is functioning will be kept in the evaluation 
information files. The data include descriptivie and evaluative . 
information about the currioular design, the process (e,g,, Ifength of 
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tim ^^eqmred to pGirp l c tc a cu rriailar inodulef^- sad thp outcome X^^t^ > 
the number of students certified in a given module) I 
, ♦ . V . * 

IV. 03NICNICATIQNS SYSTEM: INTERACTION .OF PEOPLE MP INFOmTION - 
A l^nputer system will make* it possible for the people in the 
School 'to have access to the available inforaiation. The dajta will 
stored In a School of Health Professions conputing facility and will be 
made av|dlable throiogh strategically located conputer terminals. The 
system vill also have access to educational materiMs stored in other* 
health sciences conputing facilities throu^out the country. 

Table 1 indicates each! indivi&iual's degree of aujthorized access 
to both conputerized and noln-conputerized infomation available in the 
School's data bank. Access is defined in terms of the ability of a^ 
particular kind of personnel either to view or to change* tihie^data in 
the various files. For exairple, the chart shows tiiat a faculty menfcer 
has unrestricted access for viewing all data in the health manpower 
file found in the admini^rative information section of the data banK. 
However, he has no authority to make changes in this data. As 
another example, a student can only view and change part of the self- 
evaluation file - namely his own. , 

The logical flow 0/ conputerized information among administrators, 
facility, students, and practitioners has been developed and is 
described in Appendix 6; a flow chart details how the communications 
system can be Used to view information in the* files (consultation mode) , 
to assess and judge (evaluation mode), and to change or ipdate * 
information (file maintenance mode). 

Thus, inportant data will be available systematically to those'^who 
need it for planning and decision-making within the School^ The 
expliciteness'of the system should facilitate clear communication and / 
allow ^appropriate changes within th6 system to be made with relative ease. 
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CHAPTERS 



DEVELDPIOT OF THE CURRICULUM 




CHAPTER SUMMARY 



This chapter and the re^a^ted appendices outline and' discuss the 
steps required to develop the full curriculum* These steps inplude • ' 
systematic methods for' Identifying and updating the patient problems 
and professional teSsks at\4 creating the module study guides. A 
cos't-effective approach for the ^development of each study guide f 0 
, centered around a one-day work^hop^^'^s described^ . j 



CHAFltlTS 
DEVELOPMENT OF THE CURRICULUM 



The primary feature of the School of Health' Professions curriqjilum 
is the use of module study guides based upon-^eii5)irically derived 
patient problems and professional tasks. The module s^tudy guides have 
been described earlier; they include specification of tasks and the 
performance objectives related to the tasks, of specific faculty 
available, of appropriate clinical resources, and of evaluation criteria 
and materials y and include references to textual, and/or self-instructional 
materials. Three prototype modules have been prepared to guide and 
refine the steps needed for full curriculum development. (See Appendix 1.) 

A curriculum organized around high-priority }\ealth-care problems 
can provide a student with basic biomedical, clinical and sociological 
knowledge, and the motivation for continuous learning. In effect, the 
student acquires necessary knowledge in the context of health- care 
problems rather th^an in a form, that must later be independently , 
integrated or qil^BLcted for applicability. The curriculum stresses a 
general approach 'to problems and problem -solving, not sinply the 
solutions to the specific high-priority problems chosen for the mojiules. 

To develop the curriculum, several steps are required: 

• Health-care problems for each of the professions educated 
by the School must be carefully identified by a logical 
system that allows for updating and revision. These 
problems are the focus of the curriculum content, but they 
do not exclude additional problems and situations (e.g., 
general office procedures, patient audit). 

• The professional tasks needed to deal with the specified 
health ^problems must be identified and, like the health- 
care problems, continuously .xipdated. Those professional " 
functions needed to accommodate anticipated future health- - 
carp delivery needs will also be included. 
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' ^ t 'Module study guides, based uopn problems and -tasks , 'imist * 
^be developed, and the acconpany-ing learning and evaluation 
resources raust be acquired or developed. The study guides , 

^ ' and accmr^pmying matftrlals include the scientific^ clinicgly 

hum a n i s tic»- and sociological irrformation basr^ic to -eadi-Qf^ 

the vari(^us professions, as well as the background related 
to the comnunication and self- leaming skills that are 

, ' integral to the School's curriculum. The content in the 

■ module study gxiides can be cross-referenced in a matrix - 

of basic and clinical science categories,- in order to ^ 
demonstrate the conparability of the ccnt^t in the SIP 
curriculum to that. of standard curricula. 

'\ 11. BACKGROIM) ^ 

Early planning for development of the School of Health Professions 
curriculum was based On the possibility that students could leam 
about one health^care problem or professional task at a tiiae* (e.g.^ 
a student might decide to study the .task "examine eyes with ophthalro- 
scope/' outside of the context of any particular problem) . These 
problems and tasks were^ tp.Jje^ catalogued and cross -referenced^ so that 
it would be possible for a student to determine \Aiich tasks were. . 
particularly releVarit to particular problems, and vice -versa; 
Additionally, a student could consult the problem catalog and discover 
' which other categories of health professions sti^ients in the School 
were involved with that problem and identify the particular task and , 
responsibilities of those particular students. ^ For the student to leam 
about the particxilar problem or task, he would consult the leaming 
resources catalog for that particular prbbleiil or task. * 

The leaming resotirces catalog was a precursor to the development 
of the module study guides. In substance, a page in the leanling 
resources catalog wa? like the skeleton of a particular module stiidy 
guide. The catalogs have been de-enphasized as curriculum development ' 
proceeded, being replaced in large measure by the module study guides. 
Appendix 7 gives exanples of the various kinds of catalog pages that 
were considered. 
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The module study guides have solved several o£ the developmental 
and operational prob^ms associated with iising these catalogs, 
particularly for the professional tasks. (See Appendix 8 foTa. 
discussion - of - th e se probl e ms . ); B rie fl y, by virtu e o f this approach, iha 

t^fe ye-levai^t to a particular prob-l^ have been cliistered int o one 

problem- oriented study guide^ This resolves the "clustering problem", 
discussed in Appendix 8 and provides an efficient use of student and 
faculty time and resources. It does place some restriction on the 
student's sequencing of learning particular' tasks, but preserves the 
option to learn about the problems in the preferred sequence. The use 
of study guides as the curricular organizing principle produces some 
additional benefits. The module study guides explicitly describe the 
learning experiences ^d evaluation methods and place them in a' 
desired sequence. This description and sequencing facilitates efficient 
planning for use of resources. The study guides should also prevent 
certain potential problems of curriculum inplementation. For exanple, 
faculty disputes over "time" or "coverage" should be minimized, since 
students will learn to select' vdiat they need from the multiple 
resources specified in the study guides. 

III. WWLE STUDY GUIDE DEVELOPMENT ; 

^ \ 

Prototype study guides were created for three f>atxent problem/ 
diagnoses: obesity, diabetes mellituSy and hypertension* (The study 
guides appear in Appendix 1.) They were created, iii order to, examine tile 
feasibility of using problems and tasks to develop modules^ to study 
the method of development, to judge the utility of the stu(^ guides, 
and to provide explicit exanples of the SHP curriculum. ' 

The following discussion reflects the experienoe gained during the 
development process,. A more detailed explaiation of the development of 
the thre^*saii5)le study guides is presented, in Appendix 12. 

A. Identification of Health Care Problems 

The method for identifying health- care problems and for determining 
problem priorities discussed in Chapter 2 is feasible arid desirable for 
curriculum development. In fact^ the use of ambulatory- care records 
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and patient -problem dat^^ for educational purposes has been suggested and 
siq)ported by other health profession educators . (L^s , C.E., 1973). 
However, useablerand reliable health-care data covering the frequency 
of dia gn os e s, probl o m g ^ -m^-co nplo in ts, is requtredy ^^ajor-difficulties 
iB existing data are iricoi^istencies in coding* among different providers, 
and limitations of the coding system itself - sudi inadequate codes 
for patient con5>laints, ^syjiptoms, or family problems. However, groups 
are beginning to pxpartd'the coding systems to include these categories 
(F^om, J.', iHidated; McFarlane, A.H., 1971). 

To preyent the problem lists. from becoming obsolete-, patient-care 
data from th^Sdiool of Health Professions clinical units, as well as 
from other health-care facilities, will be regularly reviewed *and 
analyzed by experts in each problem area for :new or changing health- 
care needs. 

In addition, it is proposed that the graduates of the School of 
Health Professions maintain iq)dated practice profiles reflecting the 
health-care problemis faced in their everyday activities. Other health 
professionals in primary- care settings also will be encoutaged to 
provide the ^School periodical^ with lists of the patiei^t health 
problems with which they are confronted,. These data can provide a . 
conprehensive list of problems reflecting a particular practice profile* 
The communicatiqns system described in Chapter 7 has the capacity to 
store each of these practice profiles.. As any reported profile is fed 
into the conputer, the system can store and display these data and flag 
significant changes; within eadi practitioner's p'rofile. The system^ can 
-also flag changes* in profilems common to the profiles of several 
practitioners. Periodically, the flagged reports from the conputer will 
be reviewed to evaluate changes in problem/ diagnoses frequencies and to 
determine the diffef^nt tasks required to deal with the new problem 
profiles. This information will be used for ihodifying and ipdating the 
curriculum, as well as for continuing education programs for 
practitioners. 

B. Identification of Professional Tasks 

^ There are many groups engaged in systematic con?)rehensive analyses 
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of the tasks currently performed by health professionals (Gilpatrick, E., 
1972; B.H.M.E*, undated; UCLA Division of Vocational Education,' L972; 
Golladay, F.,^ and Smith, K., 1973), In the development of the curriculum 

' » and 'the three p rototype modules, the roost extensive sources of task 

data were Technomics, Incorporated (McL ean, Vir ginia) , the Health Services 
Mobility Study (HSMS) (New York City) , and the-^nerican Association of 
Medical Clinics (Alexandria, Virginia)* Originally, Technomics , 
developed and provided .the SHP planning staff wi*th a matrix of tasks » 
perfom^ed by the categories of. professionals to be educated in the 
School. A representative excerpt of thi§ matrix and a sinplified 
listing ar^ presented in Appendix 9. Attachments I and II to the 1973 
''Report of A Feasibility Study ^f or a School of Health Professions" 
(Iftiiversity of the Pacific, San Francisco) present the conplete ^ 
matrices and are available upon request/ 

- The early experiences with the. Technomics tasks (see Appendix 10) 
provjbded substantial insights into ttie use" of tasks for curricular 
development. Subsequently, ''task descriptions" and "extended task 
names"' developed by HSMS have been used, as well as task^ from the 
American Association of Medical Clinics. Examples of the HSMS task' 
descriptions dnd extended task names are included in Appendix 11. The 
HSMS task^ were derived primarily from work* done in a primary ambulatory 
care clinic that used a team approach for care -de livery . The American< 
Association of Medical Clinics tasks we^re developed from a large group 
practice and are similar to the original Technomics tasks. 

C. Developing The Module Study Guides 

Once the health-care problems, the professional tasks; and the 
important communication and self-directed learning skills are identified, 
the stii^ guides can be developed. Development will be rendered 
substantially easier by the current -efforts of other health professions 
schools to detrelop, classify, and evaluate instructional materials. 
This kind of development is also being undertaken by the joint 
Educational Materials Project of *the Association of American Medical 
Colleges, the American ^sociation of Dental Schools, and the National 
Library of Medicine/National Medical Audio-Visual Center (National 
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Library of Medicine, 1974) . 

Development o£ eadi stutfy guid^ will be carried out by 'a team of 
content e:q)erts (e.g., biomedical scientists, iiehavioral scientists, 
clinical scientists, and administrators, as appropriate to tiie problem). 



piAmrY^ci^^ design ~^ea:iB[sts7 TRe 

bulk pf this development will occur prior to the School's opening by 
teams of full-tfene faculty and consultants. ♦ 

Once a problem for a given module has been selected, the collection 
of tasks from the data bank will be reviewed one by one. The initial 
task-selectidn process can be carried out by staff sipervised by an 
appropriate health professional with knowledge of the particular 
problem. A task is selected from the pool for inclusion in the modulje- 
if it meets the first criterion below and af least one of the remaining 
three: . i * *^ * 

# ^ It nmt be administratively feasible to learn the task 

in this, particular module, and 

# The task must be critical to patient outcome for this 
particular problem ... or - 

# The task must be specific to, or uniquely iii5X)rtant for, 
this particular problem... or \ 

f Ihe task must not be more appropriate to a different 
high-priority problem. 

Tasks to be used in other stucfy' guides are diosen from those remaining 
in the pool. ^ ^ , 

Following identification of the tasks, performance objectives for 
each task will be written, specifying the kind of performance thattthe 
student is expected to leam in order to demonstrate his compe'tence in 
that particular task. The reader i^^g^f erred to the stucfy guides 
presented in Appendix 1 for exairplegj. Writing of performance objectives 
will be cairied out by the primary- care practitioners in conjunction 
with the educational design specialists. (As a trial, one o£ the proto- 
type itudy guides was developed in large part without using tasks; 
instead,^per£ormance objectives were developed directly from the 
problem. This is discussed in i^pendix 12; see, also, the footnote 
under Section IV in Chapter 2. ^ ^ ^ 
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Once the tasks and performance objectives havet been developed, they 
will be reviewed, refined, and rewritten individually by the content 
experts and by the primaiy-care practitioners. In addition, omitted 
tasks an d objectives will be added, and inappropriate ones, will be 



deleted, based on thQ opinion of the reviewers. 

The next step will be creation of the stu^ guide by "those primary- 
care clinician- faculty who haVe m^jor responsibility; for th^ jJarticular 
modple, working^ in consultation with the educational, design specialists 
and the content experts. This^ group will outline and describe the 
learning experiences and evaluation procedures needed^ to achieve the 
performance objectives. Once" a firs^t draft of the study guide has been 
deiveloped and distributed to all liiose involved', a one-day workshop. will 
be held. Th6 priniary goal of this worlcshop is to npfine the study 
guide and resolve^any., controversies .among-primary-care practitioners and 
content experts^ Additional content experts, or primary-care practitioners 
and students will be invited to this' workshop for their input. Based 
on the workshop, the faculty, with primary responsibility for the module 
and the staff will make the suggestect 'changes and prepare the module'. 

Any additional development of evaluation or audio-visual 
materials will also be con^leted at this time. Listing and cross- 

referencing of the tasks in the module can then be undertaken for the 

• ^ ■ *. i. ' • 
development of the task and problem catalogs. . 

This ,cycle will be repeated until study guides have been developed 
for all the high-priority p^obleihs and diag?ioses. . Most of the relevant 
tasks will have already been Incorporated into the appropriate patient- 
problem modules. The temaininjg^ tasks may themselves form additional 
modules (e". g., administratiVe" skills, re*cdrd^eeping skills). 

In developing tiie. diabetes ^ hypertension, and obesity study guides, 
it became apparent that.therfe,j5rej:e certain skills that </ould very 
likely be necessaiy as prerequisites to any of the patient- prot/lem 
modules. Preliminary e2g)erience with this developmental process suggests 
that, when the initial critical m^ss* o£ faculty arrive (during the 
School's Development Stage - see^Oiap'ters 11 throu^ 13), and begin to 
develop the curriculum, it will fee, important to agree at the outset on 
a standard age-related data base that will be collected routinely for J 
all patients.^ Then history- taking and physical examination study 
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guides based on this "standard data base should be developed for medical 
and dental students, 'along with a general procedures study guide for 
health ,care coordinator students. In addition, it will be^ desirable to 
develop module study guidbs on how to prepare and maintain a problemr 
ibrientea patient feoord and on how to audit records-f or tiuality^£~^=^ 
care. '\ ^ 

The experience gained, in creatiiig each of the tJiree initial module 
study guides is described and analyzed in .Appendix 12, vftiose contents ^ 
include the rationale for the selection of the three initial psftient" 
problems, a discussion of , the woiicshops held in connection with each of 
the modiales, and a description of how primary- care and content 
Specialist consultants were utilized. 
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CHAPTER SUMMARY 



T^e support and participation of a broad spectrum of health 
professionals was actively sought during course of the present 
feasibility study at UOP/PMC. The means utilizedf including initial 
communications f review/preview meetings f more formal meetings, and^ 
the development of a local Task ^orce are described emd evaluated. 
An assessment of local support is included. 
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. CHAPTER* 9 

iNVDLVENerr of health professionals 

^^^^ irSHPT^LANNING 



. I. IhTTROIXJCriON 

. Fr6m the outset, the SHP Planning staff recognized that th^ active 
participation and "suppprt -of a broad spectrum of national and local 
health professionals were essential to the School's planning and im- 
plementation. Individual health professionals ^d representatives of 
pertinent 'prpfessional, educational and governmental organizations 
could make criti^l contributions into* the School's design and provide 
advice and assistOTce- in meeting the standards of accrediting, licens- 
ing and funding institutions. 

This chapter discusses the ways in which outside health profes- 
sionals were involved in the planning process, both generally and with 
regard W a School that would be located, specifically at tWP/PMC. 

i , II. " involvement of local and national 

HEALIH PROFESSION ALS 
' ^ 

A. The First Year of Planning CSunmer 1972-Fall 1975) ^ 

Fran the ])eginning, the planning staff encouraged outside health 
professionals to participate in ^ planning activities at vAiktever 
level they wished. During the first week of the project (late sunnier' 1972) , 
the SHP staff met with a number of health professionals in the 
San Francisco area vAio had expressed interest in the proposed School. 
It became clear that the extent of interest and cocmitment by these 
professionals varied, depending upoft. the amount of time available 
to them anc^ the extent of the School's potential impact upon their re- . 
spectfire" professions. A small number, of individuals both from with- 
in and outside the UOP/PMC con^^lex (see Appendix 15), were very inter- 
ested in the concept of the Schobl and becpie directly involved in 
planning and deci^i9n-making, often commiting substantial time and 
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energy. Other professionals expressed interest and approval 
of the SHP concept and planning, but did not involve themselves 
^directly in planning activities; these individuals expressed a< desire 
^0 be kept informed of the planning staff's progress. 

The staff also^recognized the need to infoi7n,:fend \ihere appror 
priate, to involve in'ther planning, representatives of various nation- 
al, regional and state professional societies, federal and state 
funding agencies,- private foundations, and the California State 
Legislature ahd the U.S. Congress. 

The goal of the planning staff was to establish a communication 
flow that yrotilc^ result in a continual, productive interaction among 
the above licinds o£ professionals and organizations concerning the 
design and iii5)lementation of the School. The planning staff estab- 
lished several methods for creating this ideal situation: weekly 
review/ptevleW grpup sessions in vixich the most actively ccnmitted 
and involved group of health professionals could participate; meetings 
and personal contacts*, prijnarily with local health professionals and 
health professional groif^s^istribution of reports on the SHP and its 
progress (including 'the ;^stfibutitm of the minutes of planning ses- 
sions) ; and group meetings with the health prpfessional faculty and 
staff of the Ifiiivfersity of the Pacific 'and Pacific Medical Center. 
Most of these methods of communicatioii and participation were* used 
throu^out the course of the SHP planning and feasibility *study. 

Initial Coamunications wjith Health Professionals. The planning 
staff recognized the iji^x^rtance of establishing and maintaining contacts 
with, representatives of a wide range of health professions, 'especially 
until such time as the specific categories of health professionals to 
be leducated by ^.were established. The ^objectives of these initial 
contacts included: ^ 

• Informing professionals of SHP plans, obtaining their 
reactions, and learning of their respective professions^ . 
interest in being involved in further planning; ' « 

• Obtaining their comments about the adA^tages and dis- 

^ advantages qf the SHP plans for their i^ective 

» if 

professions; * ' • • 
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Obtaining their suggestions for overcoming any forsee- ' 
able disadvantages ; and ' r ^ 

J • Obtaining their suggestions concerning the tming of 

^ further contacts vdth representatives of their professions 
and vdth accreditation and licensing belies 

^ The planning staff contacted organizations connected with the 
fblldwing kinds of health professionals; physician-, physician's 
assistant, medical assistant, medical receptionist, dentist, dental 
auxiliary, registered nurse, nurse practitioner, licensed vocational 
nurse, nurse's aide, podiatilst, pharmacist ^_^cial worker, dietician, ' 
physical therapist, medical technologist and health cate administrator. 

Some of the indi victuals with whom comnunications were established 
early in the project assisted <the SHR planning staff in determining 
the specific categories of profejssionals for whidi the School would be\; 
initially planned (see rfxap^er 1). ^J^er the selection had been 
conpleted, the parti cipatici^ of representatives of prof esis ions that 
were not being included decreased, yrfiile the involvement of representatives 
Qf the selected professions increased. The contributions to planning 
of local representatives of the California Nurses Association and of 
*the National Association of Social Workers were particularly extensive. 
(Representatives of these two profe^ssional organizations are also 
serving on the UOP/PMC Task Force, discussed below.) 

Review/Preview Meetings.* Each Thursday during the first year of . 
the planning, the SMP staff conducted a three-hour meeting open to any- 
one v^o. wished to attend. These sessions were designed to keep the* most 
committed professionals informed of the previous week's progress and to 
preview activities for the following two weeks. ' 

The "preview" 'was designed to allow those in attendance to 
identify areas of interest in which they woiild like to become actively 
involved. If an attendee of the review/preview session was attracted 
to a pai:ticLflar activity, he coilld approach the planning staff meirber 
vdio was responsible and arrange to participate in that activity. 
Although many health professionals were regiilar attendees at the 
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review/preview sessions, fw became involved beyond the extent of 
attending the meetings. During the first year, \Mle the planning 
staff was developing formative aspects of the School, it was dif- 
ficult to productively involve individuals \iho could not be on hand 
full time to participate in the cojitinual, often imscheduled, inter- 
change of ideas. As the nature of the planning begaa to shift, in the 
project^s second year, to the elaboration and refinement of the con- 
ceptual pian and to considerations of the School's inplementation, the 
level of involvement by outside professionals - especially those from 
OOP and PMC - rose. 

Meetings with Health Professional Groups* Early in the first 
year, the SHP planning staff met with the Interprofessional Relations 
Conmittee of the San Francisco Health Professions Council to present 
the concepts of the School '.of Health Professions. This session re- 
sulted in an agreement between the Interprofessional Relations Com- . 
mittee and the planning staff to establish foimal and systematic com- 
munications between the two groups. One of the members of the SHP staff, 

* ■ ** 
desigiated as a representative jto the Interprofessional Relations 

Conmittee, attended monthly meetings and presented progress reports. 
Later in the year, the planning staff returned, to the Ccxmcil with 
a follow-ip presentation of the SHP plan as it Kad evolved. 

A meeting with a number of San Francisco Bay Area professionals 
actively involved in innovative health professions, training programs 
was held at Pacific Medical Center. There: was no formal follow- 
up to this meeting, but ccMmunication links were, established with 

many of the .participants,'' including a group fran the new Health and 
Medical Sciences program* at .the Berkeley campus of the University 
of California. ' ^ 

During the first year,- a series of four meetings was held with 
large groups co!i5)osed of representatives of several health professions. 
The meetings were designed to disseminate information and to offer 
an opportunity for involvement td those \AiO Were urxable to devote 
considerable time to the planning. The planning staff believed it 
was essential to encourage those attending these "meetings to partici- 
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pate in SHP plarming as fully as possible and at the level with ^^ch 
they felt most comfortable. Therefore, each meeting was designed to 
be informative^ to encourage participation, apd to engage the at- 
tendees in fonmilating ideas for the School's planning. The foiihats 
of the various meetings and the names of attendees. can be found in 
the planning staff's Noven^er 1973 "Report on a Feasibility Study for 
a School of Health Professions*' (prepared for the Bureau of Health 
Resources J)evelopment, HEW). 

Distribution of the Minutes . During the first year of plan- 
ning, the minutes of each SHP planning session were distributed to 
a selected list of professionals for the purpose of keeping the 
recipients informed of day-by-day deliberations and progress. 

In the initial stages' of the project, the planning staff de- 
voted a great deal of time to team-building and group-process activity 
in an effort to orient one another to their respective philosophies 
and ideas. Unfortunately, minutes could not convey the importance 
of this process, and they were more detailed than necessary for a 
general audience.' In retrospect, it seems that this means of com- 
munication with outside participants should be used with greater 
discretion, and that greater care should have beeii, given to both the _ 
preparation and the distribution of the minutes. 

Contacts with Health Professional Faculty and Staff at UOP/FMC. 
Three meetings were arranged during the first -year to share the plans 
for the School with the staff and faculty of Pacific Medical Center 
and the UOP-s^phool of Dentistry^. The initial meeting introduced the 
members, of the SHP planning staff and briefly discussed sofne o£ the 
early concepts of the proposed School. A subsequent meeting, attended 
by over 200 professionals from PMC and the^UOP School of Dentistry, 
reviewed progress of the planning. The third presentation was de- 
signed to enlist the direct support .and involvement of faculty and 
« 

staff at PMCAJOP. The active support of seme o£ tliese individuals 
was reflected in their subsequent membership on tbe Task Force 
(discussed below) that was created to consider implementation of a 
School of Health Professions at UOP/PfC. 
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B. TTie Second Year of Planning (Fall 1975-Fall 1974) - 

t 

The contacts established during the first year of planning 
were maintained in the second year; in addition, a number of new in- 
dividuals became involved in' planning, and a number of new channels 
of ccDMunication were opened. • * 

Health professionals were informed of the progress of planning 
through the staff's November 1973 'Tteport on a Feasibility Stu^ for 
a School of Health Professions." This report was distributed to 
.over 200 people (including health professionals, basic scientists, 
clinicians, educators and legislators) for reactions. Review of these 
reactions enabled the planning staff to identify areas of the plan- 
ning and feasibility study that needed elaboration or nwdif ication. 

The" planning staff also made a number of foimal and infoimal 
presentations of SHP plans to California State legislators and their 
staffs and to various governmental agencies and private foundations.^ 

The" published Research in Medical Education proceedings Of the 
1973 annual meeting of the Association of American Medical Colleges 
inclu^'d a paper entitled "A School of Health Professions: A MDdel 
for Health Sciences Education/' that was presented by the SHP plan- 
ning staff in November 1973. This paper served as a means by which 
the planning staff communicated the concept of the SHP to many^pliysiciarls 
and medical educators \im were unaware of the study. . ' . ^ J' ^ , - 

A number of foimal consultants were engaged - especially in the 
second year - to assist the SiP staff in assessing the educational and 
financial requiranents of n:he School of Health Professions. These con- 
sultants, >3io encompass a wide range of expertise (e.g. , .health ed- 
ucation administration, ambulatory- care delivery, program evaluatipn) 
and represent a wide range of professions, provided valuable ii^Jut 
to the design off the School ancTwere, also able to help the staff to 
view its progress fran a critical and objective perspective. Equal- 
ly in5)ortant was the fact that many of the consultants also .served as 
infoimal camiunication links between SHP and health professionals in 
many parts of the nation, helping to keep these health professionals 
informed of SHP planning progress and to elicit petiodic feedback 
,for the SHP st3|E. 
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In the Spring and Siraner of 1974, a number o£ health profes- 
Is and students in the San Francisco area (including niairy from 

J PMC) helped to pr^are and review the liiree module study guides 
loped by the planning staff. (A description of their involvement 
ncluded in (Chapter 8; names of individual participants are listed 
the stu^ guides included in Appendix 1 to this report) . 

III. INVDLVEMEOT OF HEALIH PROEESSIONAt 
FAeULTY AND STAFF AT UOP/PMC: :mE SHP TASK FORCE 

A, Background * . 

As reported above, during the initial year of planning, the SHP 
staff held several meetings with the faculty and staff "of ,the Univer- 
sity of the Pacific School of Dentistry and of Pacific'Medical Center 
• to explain the SHP concept and to "solicit attendees' interest and 
approval. ' . ' ' 

Following the cqnpletion of the^Novanber 1973 "Report 'on 'a 
Feasibility Stucjy for a Sdibol of Health Professions," the SHP plan- 
ning staff and various other UOP and PMC representatives felt that 
plannijig had evcxLved t6 a point \Aiere it was desirable and possible 
to givfe careful crasidefatiop to the requirements for iii?)lementing the 

School at UOP/PMC* the need to brqaden leadership and responsibility 
♦ 

for SHP, planning beyond the cote planning staff and to include key 
representatives of both'F^aciific Msdical Center and the University of the 
-Pacific was also felt. Consequently, in Deceirber 1973, a Task Force . 
for -the Consideration of a School of Health Professions was established 
as a foimal means of increasing the involvement of SHP's potential 
constituencies in. the planning and inplementing of a School of Health 
Professions at UOP/PMC. 

The Task Force, still active, is comprised principally of rep- ' 
resentatives pf 'the following potential host and sponsoring institu- 
tions: Presbyterian Hospital (PMC) the Institutes of Medical Sciences; 
the IMiversity of the Pacific central campus; the University of the 
Pacific School o£ Dentistiy; and the IMiversity of the Pacific School of 
Pharmacy. Representatives of pertinent professions not already in- 

100 

■ . ' 114 



eluded in the preceding constituencies, (i.e., health care coordinator 
■and social worker> are alsQ included on^the' Task Force. (A list of 
Task Force meltters is foind in ^^jpendix 1-3.0 ' 

The point of departure for the- Task Force was the Noveufcer' 1973 
Report, vMch Task Force members reviewed and critiqued. Ch the as- 
sumption that the Task Force would.be in basic agreement with the 
philosophy of the Novenfcer 1973 Report,. Task Force'menbere were charged 
(see ^endix.14) to: fora "a plan^^or the inplementation of a School 
of Health Professions; to help identify the resources r^uired and 
available to cany out the in|)leraentation; to design a timetable for 
implementation; to fomilate reconinendations; and to assune responsibility 
for conimiiicating the Task Force's progress and findings to its. various 
constituencies and to other interested groips. 

B. Task Force Activities 

. The Task Force participated extensively in the next stages of plan- 
ning for a School of Health Professions. -Ihe full Task Force net nine 
times fron December, 1973, through June," 1974. A mmber of Task Force 
5ubgroiq)s were fomed and also met frequently throughout those seven 
months. The SHP planner^ acted as si5)port Staff to the Task Force and 
its subgroups. 

While many meirbers were initially reticent to support the SHP 
philosophy or the inplementation of the School at UOP/PMC, the Task 
Force's deliberations culminated in an manimous reconmendiition that 
the mei*er's respective constituencies approve the SHP plan and" 
endorse its inplementation at UDP/BC. 

Task Force members also endorsed the planning of a clinical unit 
at IMC. niey further agreed to keep; the Task Force constituted in- 
definitely in order to pronote its various reccranendations, and to 
review and assist the SHP planniiig staff in continual refinanent of 
the educational plan, specification of the School's financial re- ' 
quiranents, and coii5)l(9tion of a plan of ii?)lanentation. ' 

The SHP planning staff con?)iled the Task Force's deliberations 
and reconnendations into the "Report of the Task Force" (Appendix 13), 
vAich was adopted'by the Task Force on June 21, 1974. 
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L Task Force meniers have invested a sibstantial amount of time 
and^effort in considering a School o£ Health Professions* Their \^ 
interest and commitment is evidenced not only by the- time they have 
devoted to formal Task Force and sibgroup meetings, but also by the 
ad, hoc assistance that many of them have rendered to the SHP planning 
staff and its consultants* 

IV. FUTURE IhATOLVEMEWT OF HEALTH-PROFESSIONALS 

If the School of Health Professions is established at UDP/PMC, 
the Task Force will be maintained and peihaps enlarged, and its menbers 
will assist in the School's further development and in5)lementation* 

Wherever it is in53lemented, because of the School's experimental 
and pioneering aspects, it will be .appropriate to convene an advisory 
group coiiprised of jiationally prominent health professionals and 
, educators and of local consumer representatives. This group would 
provide guidance to the School's initial administrators and faculty, and, 
at the same time, serve as a comnunication link between the School of 
Health Professions and pertinent organizations throughout the nation. 
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CHAPTER ID 



AaeiTATION AND LICENSURE CONSIDERATIONS*,, 



/ 

CHAPTER SUMMARY 



Requirements for accreditation and graduates' licensure ^for a 
School of Health Professions located in California are reviewed. Few 
difficulties in gaining the required forms of approval are anticipated. 
The only potential problem might be the Accreditation of the primary- 
car^e medical curriculum, whose content and curricular approach appear 
quite different from conventional inedical undergraduate education 
programs. Possible ways to resolve this problem are discussed. 
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CHAPTER 10 \ 
ACCREDITATION AnD LICENSURE CONSIDERATIONS 

I. INTRODUCTION 

The School of Health Professions departs from traditional health 
professions education in a nunfcer of significant ways; its uniqueness . 
will require careful scrutiny by the public and private institutions that 
are involved in the School's accreditatioa and in the examination of its 
graduates for professional licensing. 

Accreditation, which is non- statutory, refers to approval of an 
educational program by a national or regional non- governmental body that 
is officially designated by the U.S. Office of Education. Licensing, a 
statutory procedure that varies widely from state to state, refers to a 
state's approval of an individual to practice his profession in that 
state; it generally requires a candidate to*^iave graduated from a 
program that is approved by the licensing board or agency and to pass a 
special .examination. The factors governing accreditation significantly 
affect licensing and vice versa. Decisions in these two areas are 
based upon public policy as well as educational considerations. The 
wording of both governmental statutes and accreditation guidelines 
generally leaves broad latitude for interpretation. ' 

The rapid evolution of new categories of health professionals has 
created a problem for state licensing boards and their related training 
programs. The emergence of nurse practitioners, nurse midlives, 
physician assistants, and of physician extenders in general, provides 
a case in point. Many of these pi^ysician- extender training programs 
have already produced graduates, >fet some states (such as California) 
have no licensure requirements specified for them, or are presently 
in the process of deteimining whether licensure will be required. 

Ihe SHP curriculum contains* the essential conponents required to 
educate competent primary-care providers. If the School is implemented, 
the tasks of those involved in implementation will include working with 
accrediting and licensing bodies to clearly conniunicate SHP's 
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curricular content and structure and d^rgjistrate how they meet 
pertinent lij. censing and accreditation standards, sRd to develop options* 
or solutions to any obstacles that the accrediting or licensing bodies 
might pose. - . . • ; ' 

An examination of specific licensing^ and accreditation requirements 
and of 'their application to SHP follows. Ihe discussion is based upon 
^ review of writt^iv^documents on -licensing and accreditation, 
consultation with a lawyer expert in the field of health manpower, and, 
staff attendance at conferences concerning licensure and accreditation^ 
MDst of' the discussion relates to a School that would be inplemented in 
the State of California, at UOP/PMC. 

II. PROBLEMS POTENTIAL SOLUTIONS 
A. Medical Curriculum 

1. Length of Curriculum: There -are prescribed accreditation and 
licensing requirements for the minimum length of physician training 
programs. The Liaison Comniittee on Medical Education (LOE), the 
accrediting body for undergraduate, medical education, requires. at least 
32 months (Liaison Committee oil Medical Education,. 1973, p. 2). In 
California, a graduate of a medical education program needs to have, 
completed 33 academic months and a minimum of 4,000 hours to be eligible 
to apply for licensure (California Board of Medical Examiners, 1972-7'3, 
p. A-37); other'states have'^fferent legal specifications, although 
often the state accepts accreditation standards in 'this regard. 

While the SHP program is time variable and there are, therefore, no 
predetermined lengths of study for any curricula, it is expected that 
aiP medical students will.spend^ on an average, 146 instructional weeks 
(=33 months), of SO hours each (i.e., hours spent in various indiAadual 
and g^oyp learning experiences), to conplete their program. This 
yields an average program length that exceeds both the national 
accreditation and the Califomia licensure requirements. 

If ^ student were •able to demonstrate conpetency in all the areas 
required by SHP prior to the 32 or 33 months of a,cademic work (e.g. ,"3 
student with previous- health-care*^)cperience or applicable educational 
training), the student might servp as a sipervised intern for the .rest , 
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of that period, and the School* would delay degree -conferral until the 
student had couple ted the ndnimum time required for licensing and 
^accreditation. In effect/" the Sdiool and the student would have 
conplied with the stated tine requirements • This approach has alrea^ 
been used by other institutions* Some- medical schools now peimit 
students to substitute an internship' year for the fourth year. 

Another (though more remote) possibility would be to petition the 
licensing agency to exenpt students from minimik time requirements as 
long as^ they had met the School ^s requirements for graduation. As far 
as California licensure regulations are concerned (i»e., in view of their 
advocation of educational innovations) , such a consideration appears to 
be open. Were sudh exenptions permitted, individual petition? might be 
•required initially; however, the exenptions could be granted eventually 
-on a blanket basis. 

2. Curricular Content: . Review of accreditation and licensure 
requirements (Liaison Committee on Medical Education, 1973; Califomia 
Board of Medical Examiners, 1972-73) indicates a crucial problem that 
must be resolved relative to curricular content: how the 9iP medical 
curriculum, with its absence of courses per se , can be related to the 
specific and lengthy list of content stbjects and' total hours suggested 
or required by licensing and accreditation bodies . ^ 

One means would be to provide content conparisons between the 
proposed problem/ task- oriented curriculum of SHP and the licensure and 
accreditation subject requirements, by categorizing the tasks, skills, 
and knowledge specified in the curricular modules into the corresponding 
subject headings used in the regulations. 

Another approach would be to petition for exceptions to specific 
content requirements on ^ the basis of SHP's b6ing an experimental 
program vAiose ultimate credibility will be demonstrated by the conpara- 
bility of i^ts graduates with those of other medical schools. At least 
two medical sdiools (i.e», Ohio State IMversity and the Ihiversity of . 
Illinois/Urbana) have inplemented elements similar to those of the 
curriculum proposed for SHP; the satisfactory performance of their 
graduates on examinations of the National Board of Msdical Examine'Vs 
constitutes a precedent uipon whidi SHP's request for excep^tions to both 
specific content and curricular length could be based. until SHP began 
graduating its own students. 120 
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5 « Educational Innovations: There are no e^qjlicit constraints to 
educational innovation as far as accreditation is concerned. In fact, 
the guidelines encourage innovation (Liaison Comnittee on Medical 
Education, 1973). However, receptiveness toward innovation does not 
guarantee acceptance of the specific kinds of ijjnovations proposed for 
SHP. The LCME and the pertinent state licensil%«)0(fy will require a ^ 
thorough explanation of SHP's innovative features and of the reans by 
which the conpetence of the School's graduates will be ensured. 

Where ^licable, the.e:q)lanation of the proposed innovations will 
include: (1) evidence that portions of the program have alreacfy been 
successfully inplemented by others (e.g., Oiio State Uhiversity, 
Ihiversity of Illinois/Urbana, ^VfcMaster Uhiversity); (2) assinrance that, 
if necessary, M.D. graduates will demonstrate that they can pass any 
external evaluations or examinations tli^t are required by other schools 
(such as those of the National Board of Medical Examiners) ; (3) enphasis 
on the fact that each conponent of the School is being approached from 
ffli^ e>5)erimental posture and that a nunfcer of studies and evaluative 
mechanisms will be enployed to ensure the quality of the educational 
program; and (4) assurance that hypotheses will be continually tested 
by collecting data that conpare the performance of SHP students and 
graduates with e:3q>licit and measurable levels of performance. Care 
will be required to a^bid the inplication that the proposed School is a 
panacea for all problems in heajth professions education, and to stress, 
instead, that it should be viewed as an attenpt to provide its students 
w^^th high quality education Wiich addresses .the health- care problems that 
they will confront as practitioners, and \diich is responsive to. 
students' individual learning requirements. 

4. Equivalency Testing: ''Equivalency'* (or proficiency) testing* 
refers to a policy viiereby advanced standing is accorded to students \Aio 
can demonstrate prescribed levels of conpetence in a given area. It is 
a means for the student to "test out" of a subject area, thereby earning 
exemption from certain fomjal coursewoiic or other kinds of fixed 
requirements in a given area. 

Ihere are no written statements in the medical accreditation or 
licensure regulations (California) that would prohibit an institution's 
providing its entering students with the opportunity to "pass out" of 
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certain requirements on the basis of demonstrated conpetency or 
proficiency. However, the absence of written constraints should not be 
construed to mean there are none. For exaii^le, if a licensing body were 
ptrict in requiring each medical student to spend 33 months in under- 
graduate medical education, how would it react, for exauple, to the 
case of a former hospital corpsman vdio was able - by virtue of demonstrat 
ing certain conp^tenpies acquired in his experience prior to entering 
SHP - to meet SHP's requirements for graduation in as few as sixteen 
months? This is closely related, of course, to the questipn ( discussed 
above) of SHP's meeting accreditation and licensure requirements . 
concerning the length of the medical education program. 'One of the 
crucial issues involved is the licensing and accrediting bodies' ^ 
acceptante of the Sdiool's methods for assess^g students' '^onpetencies 
and of. its choicfe of the specific, conpetencies that will be redjuired 
for graduation. > ' • y 

Resolving these matters will probably require^gotiations between . 
the School :pf Health Professions and the accrediting and licensing 
bodies. Tlie fact that many qxisting medical schools already accept a ^ 
student's demons tral^jori of equivalency in li^u of his completion of 
formal course .Requirements ^ and the fact that there is a growing trend 
toward enphasis:^^ alj^llty to.perfom (rather than sinply on an amount 
of timp assumed-*to^ be necessary to reach acceptable levels of 
performance) should pixjvide some support for SHP's position. 

To'elindnate the necessity for separate accreditation, the planning . 
staff considered the possibility of inplementing the medical curriculum ^ 
as part of an already existing and accredited msdical school/ This 
^preach would assure M.IX students a chance to receive, their degree and 
be eligible for licensure eyen in the event that the experimental and ' 
innovative program failed. However, changing th4 attitudes of faculty, 
and administrators' of an existing sdiool to pemit innovations of the 
Jype and magnitude proposed by the School of Health Professions would ^ 
be extremely difficult. Moreover, one of the prices of locating tfie 
progra^n in an existing medical school mi^t be an abandonment of the ^ 
intetprofes^onal nature of SHP. Weighing these consideration^, the ' . / 
staff concluded that the medical curriculum should be inplementqd. as , / 
part of a separate School of Health professions ,^ a^coaelus ion; that 
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^.necessitates meeting the sara^-«requirements for accreditation as any 
new medical s\iiool. • ' ^ 

B. Dental Curriculum 

Problems related to accreditation of the SHP dental curriculum and 
to the eligibility of its graduates for liodnsing.will be minimal if 
SHP is ijiplemented at UOP/PMC as an innovational program closely . 
affiliated with the UOP School of Dentistry. From all indications it 
appears that the Council on Dental Education of the Anerican^ Dental 
Association (the accrediting body for dental schools) would approve 
of the proposed SHP dental curriculum and of its being affiliated with 
the UOP' Sdiool af Dentistiy. 

The California Board of Dental Examiners is the state agency- 
charged with approving new dentj^ programs with respect to the eligibility 
of its graduates ^fcr licensure. The^ Board may,, in lieu of cqjiducting 
its own independent investigations, accept and adopt the findings of 
the Council on Dental Education (California Board of Dental Examiners; 
Title 16,^ Chapter 10, 1973,- p. '49); as the University of the Pacific ^ 
School of Dentistry is accredited by^the Counqi^ on Dental Education, it 
is unlikely that the SHP dental curiiculum would have any difficulty in 
qbtaining the ^roval of the* California Board of ^^Dental Examiners. 

Review of accreditation materials indicates that the Couicil on 
Dental Education peimts' educational innovations and the granting by 
dental schools of advanced placement credit (A.D.A^ Council on Dental 
Education^ 1973). Thus, it is reasonable to assume that the accreditation 
of an SHP dental program established elseidiere thafti within an already* 
established dental school would also not be jeopardized by virtue of 
its innovaJ:ional nature. \ 

C. Health Care Co ordinator Curriculum 
: ^ ; # 

At present, no educational programs for health care coordinators 
per se; exist, even tiiough the necessity for this new typ^ of health 
professional is recognized*" (as evidenced by numerous on-the-job training , - 
.programs for patient-counsels, pS^ient- advocates or patient- representatives),- 

(^ifomia has enacted Asseiribly Bill No. *15d3 (Chapter No. 1350, 
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1972) vAich delegates the responsibility for approving educational 
programs for new health professions to the State Bo^rd of Health. The 
full in5)li cations of the State Board ^s approval of educational programs 
for .'any given new profession are not specified; However, such legislation 
^does suggest that it will be highly desirable (and probably necessaiy) to 
obtain the cooperation and* sipport of the State Board of Health prior to 
initiating the SHP health care coordinator program or any educational 
program for a new kind df health professional. 

D. Nurse Practitioner Curriculum * 

Currently, there are no mechanisms fdr accrediting nurse practitioner 
education programs in California. Nurse practitioner programs are ^ 
designed according to the area of practice or s^iecialty; SHP's program 
will ^hasize family care. Although there are no accreditation standards 
per se , there are professional standards, specific to specialty areas, 
that must be met. To make certain that aiP meets these professional 
standards, it will continue to consult with faculty meiribers of existing 
nurse practitioner programs and representatives of ^ropriate boards or 
agencies and tq maintain close contact with the Director of Nursing 
Education, of the California Nurses Association. 

California has no licensure requirements for nutse practitioners. 
However, the activities of nurse practitioners are regulated to some 
extent by Assenbly Bill No. 2879 (Chapter No. 9130, 1974), ;*lch broadens 
the Nurse Practice Act - which is concerned with regulation of registered 
niH^es - to include many of the functions that are now being^perfoimed by 
nurse practitioners. Some of S^additional functions that ni^rse 
practitioners perform, but that^e not enconpassed by A.B. No. 2879, 
can be legally covered by A.B. No. 1503* (mentioned above -in ^connection 
with the he lath care coordinator program), vAich authorizes the 
California State Department of Healtn to approve experimental* heal.th ^ 
manpower pilot projects that teach new skills to existing categories of 
health-care personnel (such^as nurse practitioner skills to JR.N.'s). 

E. Social Work Cuiqlculum * . - ^ • - , • ' " ' " ' 
There is currently no licensing required for graduate (masters- 
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degree) social workers in Califoinia. Graduate social woik educational * 
programs are accredited by the national Council on Social Woric 
Education. Since SHP does not plan - at least initially - to itself 
grant social work degrees (but, rather, to offer the cliiiical field 
training for students enrolled in gradiiate social woric programs at 
other local institutions), it will not have to obtain its own 
accreditation from the national Council. Since many of the SHP 
principles concerning health care and education seem particularly 
congruent with principles of graduate social woik curricula (see Chapter 
'1), the accreditation status of the institutions \Aose students-* 
participate in the SHP program shoujd not be adversely affected, (and 
could be enhanced) by virtue of affiliation with the School of Health 
Professions. 

F. Qinical Pharmacy Curriculum 

The School of Health Professions will offer clinical experiences to 
students enrolled in the Doctor- of- Pharmacy programs of other institutions. 
If SHP is inpl^mented at UOP/PMC, stu4ents participating in the SHP 
program will be students of the Uhiversity of the Pacific School of , 
Pharmacy. ' 

As long as students in the SHP phaimacy curriculum are receiving 
their degrees from their parent, 'accredited institutions, the School of 
Health Professions will not need to address accreditation requirements 
directly. As in the case of the social work student, the 9{P portion 
of the pharmacy^ student's education will need to be consonant with the 
objectives of the educational institution in \^ich he is enrolled. If 
this is the cage, affiliation with SHP should cause no difficulty 
concerning the parent instituticm's accreditation or the eligibility of 
its graduates for licensure. 

' ■ III. SIM^. AND CONCLUSIONS 

Legal and accreditation requirements must be met in brder to 
inplement the School of Health Professions. Meeting the medical 
education accreditation requirements will be potentially problematic, 
but not inpossible. For a School of Health Plrofessions inplemented at 



UOP/PMC, the SHP dental program could be inplenented as an e^riinental 
program under the' Ihiversity o£ the Pacific School of Dentistry, in 
which case legal and accreditation requirements should be easily met, 
hbreover,, accreditation and legal (for California) standards for 
undergraduate dental education also suggest the acceptability of the 
SHP dental curriculum if inplemented separately from an existing dental 
school . 

There is presently no accreditation, at least in California, for 
nyjTse practitioner programs, and no accreditation or direct legal 
requirements for health care coordinator programs, per se> However, there 
are various professional standards and potential legal requirements that 
bQth the nurse practitioner and the health care coordinator programs 
vill need to meet. Neither of these two programs will be designed with- 
out the consultation and approval of appropriate piblic and private 
agencies. 

Finally, with respect to SFff's social work and pharmacy progi^msj 
the primary responsibility for fulfilling legal and accreditation 
requirements will rest with the institutions from which students are 
sent to StJP for part of their training. 

The various approaches that have been presented for rpsolving 
potential problems related to SHP^s meeting accreditation and state 
legal requirements can be categorized as follows: 

• With an^Dle resources and a s|:rong commitment, the 
School could petitioA for changes in the wording or 
interpretation of current legal and accrediting require- 
ments to permit the inplenentatiori of its education^d 
programs without many of the present constraintis. 

• With fewer resources, the School could demonstrate 
its conpliance with existing legal and accreditation 
requirements by correlating stfcject matter and hours 
of stud^ in the School of Health Professions 

^ curriculum with my course content or length of study 
specifiisd in particular accreditation or state licensing 
requirements . 

• With respect to. the medical program, the School could 
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seek tenporary approval from "the pertinent licensing 
body for SHP graduates to sit for licensing examinations 
on the basis that the program, \Mie e:q)erimental, will 
eventually be a6le to demonstrate its cpnparability 
with other undergraduate medical education programs. 

Licensing and accrediting bo^es have broad latitude in the 
interpretation and application of their respective standards* The 
receptivity of these agencies to the Sdiool. of Health Professions will 
depend, in part, vpon a continuous interchange of infoimation between 
representatives of ,the Sdiool and those of the pertinent licensing and 
accrejiijting bodies as the Scho<jl is being planned and developed. 

The regulations governing Mealth manpower are currently a subject 
of national debate that promises fewgr legal mid, possibly, fewer 
accreditation restrictions on innovative education in the future. Since 
the School of Health Professions has been designed to respond to 
primary and changing healthcare needs, tthe climate ^appears opportune 
for iTiplementation.' 
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IM€iTATI(^ OF m SCHOOL OF HEALTH PROFESSIONS 



CHAPTER SUMMARY 

Xmplementation of the sShool of Health Professions will occur in 
three stages: a Feasibility Study and Initial Planning Stage, a 
Development Stage, and an Operational Stage (with a Start-Up Phase 
preceding full-level operations) • 

The Development Stage begins with the parent university' f initial 
commitment to implement the School of Health Professions. During the 
two-and-one-half^year development stage, the initial faculty will be 
hired, financial resources will be marshalled, construction and 
remodelling will be undertaken, necessary organizational and 
institutional policies and procedufes will be defined, the curriculum, 
the clinical units, and the related Evaluation, communication and 
support systems will be developed, and the first students will be 
selected. Program initiation and expansion will occur gradually over 
a five-year Start-Up Phase of operation. In Year One of operAtion, ten 
primary-care physicians and ten primary-care^ dental studehts will enter, 
who will^be joined in Year Two by eight health care coordinator students. 
Nurse practitioner, social worker, and clinical pharmacist students will 
be phased in during Year Three. In Year Six the School will reach. its 
full enrollment of 360.' 

A major focus of the School's first several years will be the 
expansion and improvement of team-delivered primary^care services. 

A PERT-type chart, diagramming the early steps of implementation, 
is included. The implementation plan presupposes that the School of 
Health Professions will be located at an existing academic health ^ 
center rather than be created as a completely de novo educational ahd 
patient-care center. 
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CHAPTER 11 

IMPi^MENTATION OF THE SCHOOL OF HEALTH PROFESSIONS 

I ' I. INrTRODUCn'ION 

Many of the key tasks and concerns related to inplementing a 
School of Health Professions have been .discussed in preceding chapte 
of this report. The^present chapter places these and additional 
considerations into a logical and chronological framework. A formal 
iuplementation plan is presented at the conclusion of the chq)ter. 

This chapter should be read with the following points in mind: 

r 

• The implementation plans' are predicated on the , 
assunption that the School of Health* Professions 
would (1) be developed as part of, or in close 
Affiliation with, an existing university; (2)^ be 
able to affiliate with an existing nearby hospital 
for its students' inpatient experijsnces ; and '(3) be 
situated in a medical center characterized by pre- 
existing strength in clinical specialties and bio- ^ 
medical sciences, but by relative weaknesses in the . 
areas of primaryrcare education and services. 
/ Thus, inplementation of the School will not 

require creating either a new teaching hospital or a 
new institution of hi^er education, but it will 
- require strengthening and developing new resources in 

primary- care education and services. 

ii It has been difficult to develop inplementation plans 
without reference to a known and familiar setting. 
For this reason, much of the planning for iiiplemen- 
tation has been influenced by the local UOP/PMC 
context (see i^ppendix 15, which describes the UOP/PMC 
setting) . Fkjwever, the plans can be generalized to 
many other potential sites and sets of circumstances. 

# The plants fdcus on those facets of inplementation 
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;^at will be mique to a School of Health 
P|ofessions, and de-enphasize the steps that are part 
^-of laundiing any new health professions 
eAieational enterprise. 

• The iuplementation planning places greater enphasis 
ipon program-development than upon facilities-develop- 
ment. This^ iirbalance is partially redressed in 
portions, of Chapter 12, in \Aich the ^facilities 
required for a Sckiool of Health Professions are 
discussed. It is .pertinent to enphasize here th^t in 

; coniparison with traditional health education programs 
(especially medical a^d dental) , the School of 
- Health Professions will require relatively less space 

and equipment for biomedical research and laboratoi^y 
teaching, but relatively greater amounts of space and 
equipment for self- instructional purposes..^ 

• Chapter 12, vtfiich deals with financial consideriitions, 
conplements the inplementation plans presented in 

this chapter, since the costs and funding prospects for 
the continued development and early operation of the 
'"School a^e fundamental conponents of its inplemsntation. 

Uhless ot}\erwise stated, all designations of specific years refer 
ti) the academic year, which begins in July of the year shown. 

♦ 

' n. THE CmCEPTUAL FRAMEWORK^ OF A PjAN FOR IMPLEMENTATICN 
A. Introduction 

This section pf the ch^ter outlines/ the basic conceptual frame- 
work for the iirpleihentation of a Sdiool pf Health Professions and 
discusses s ome of the wa ys in which' the planning staff's understanding 
of the requirements for inplementation has evolved. ' i 

A diagram of the development and inplementation process is shown 
in Figure 1. Ihe diagram is based on a timeline, beginning with the 
initiation of a feasibility study and ending with the existence of a 
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fully operational school. Specific dates have been omitted from the 
diagram to keep it as general as possible. With respect to the School's 
possible inplementation at the UOP/PMC site, the beginning point oJlTthe 
diagram is sunrnBr 1972 (the onset of the BHRD-sq^ported feasibility 
stu^), and the projected ''end point" is scheduled to be in Fall, 1982 
(the projected date for achieving full enrollinent) . 

The figure 1 diagram is divided into three major stages . The 
lengths of the bars representing each of the stages are in proportion 
to their probable durations for a School inplemsnted at UOP/PMC. 

B. > The Three Stages of Inplementation 

1* First' Stage: Feasibility Study and Initial Planning is 
the stage that, insofar as the current project is concerned, is now 
drawing to con5)letion; the contents of this report indicate the scope 
of actiAdties undertaken during this first step toward eventual 
inplementation. At le.ast in the case of this project, the two tasks 
of deteimining the School's feasibility and of carrying out initial 
planning for the School are closely, interrelated, even thougji, in theory, 
they could be separated from one another* 

2. Second Stage: The Development Stage, is defined as 
beginning at sudi a time, as (1) SHP's sponsoring university has made 
an initial commitment based upon the School '§ educational feasibility 
to implement the School, and (2) there is a reasonable assurance of 
sufficient funds to sustain the School's development. 

The following major activities will be undertaken during the 
Development Stage, which lasts^ from two to two-and-one-half years: 

• Initial faculty will be hired; 

• Financial resources will be marshalled; 

• Required construction and remodelling projects 

will be undertaken; ^ ^ - 

• Various academic and administrative policies and 

' programs (including faculty training. programs, faculty 
governance, and internal organization structure) ^ , 
will be defined and inplemented; 
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f The School lelationships with other pertinent 
' > institutions and groups— includiiig pertinent accredit-^ 
ing and licensing bodies - will be developed or 
strengthened; 

# The SHP curriculum (primarily the modules) and related 
evaluation, communications, and student sx;|>port 
systems will be developed; 

# The SHP clinical units and affiliated clinical 
resources will be identified and, developed; 

# The first students will be selected. 

\ Discussion of the organization and development of the clinical 
units is contained in Section III of this chapter. 

A nunber of one-to- three-year developmental projects ^ for )Mch 
funding and spoijsorship by private foundations and -governmental agencies 
could be sought, have been identified- for inplementation during the 
Development Stage. A list of eight such projects qypears in Table 1. 
Each of these projects is. aimed toward designing, clarifying, testing, - 
or inplementing a key facet of .the School's curriculum, clinical units, 
or general educational plan. All of the projects ar? scheduled-to- 
begin .one or two years before the School's projected opening, though 
some will continues beyond that"* time. 

, The kinds of pilot activities identified by these projects will be 
f undertaken in the course of the School's development^regardless of 
\daether or not outside sources can be found for their sipport. However, 
outside support will enable a project to be carried out on a larger 
scale and more systematically than will be the cas? if it must be 
supported entirely from the School's educational budget. Outside 
sponsorship will also help ensure national dissemination of project 
results. (See Oiapter 12 for further discussion of projected costs and 
income for the School's educational program.) ^ 

Estimated project costs are included in Table 1 as a means of 
conveying the proposed scale for each project. The costs represent the 
most desirable level of activity - i.e., that vtfaich is likely to be 
possible only with assistance from outside funding agencies. 
. , As planning and development continue, this initial list of develop- 
mental projects may e:q)and or contract in response to the discovery, 
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TABUE 1 

PROPOSED DEVELOPfCNTAL PROJECTS FOR A SCHOOL OF HEALTH PROFESSIONS 



\ 



'V 

PROJECT 


BEGINNING 
YEAR* 


DURATION 


ESTIMATED 
ANNUAL ' 
COST 


HEALTH CARE COORDINATOR: 
ROLE DEFINITION AND 
CURRICULUM PLANNING 


2 years 
prior 
(1975) ' 


1 year 


$ 75,000 


MODULE FIELD-TESTING 
(using students from 
established schools) 


2 years 
prior 
(1975) 


1 year 


$ 50,000 


CLINICAL UNIT DEVELOPMENT 
(Central Unit) : Education 
and Health' Care in a Primary - 
Ambulatory-care Setting 


2 years^ 
prior 
(1975) 


• 

1 year 


$100,000 


CLINICAL UNIT IMPROVEMENTS 
(Central Unit) : Functional 
Interaction with Tertiary • - 
•Care aiid Prepaid Group 
Practice 


1 year 
prior 
(1976) - 


3 y^ars 


f< $150,000' " 


.( 

TEAM TRAINING 

(Students from established 

schools utilizing SHP 

modules) 


1 year 
firior . 
(1$76) 


1 year v 

\ 


$ 50,000 


INTERDISCIPLINARY EDUCATION: 
Determination of Optimum 
Contei\t and Context 


1 year 
prior 
(1976) 


3 years 
s 


$100,000 


FACULTY TRAINING PROGRAMS-- 
DESIGN AND OPERATION 


1 year 
prior 
(1976) 


3 years 


$ 75,000 


CONTltlUUM OF 'EDUCATION: 

SHP and Continuing Education 


1 year 
prior 
(1976) 


^ ' 2 years 


$ 75,000 • 



♦Expressed relative to scheduled opening date for the Schopl. The dates in 
^parentheses refer to the implementation timetable for a School of Health 

Professions at UOP/PMC* Years shown ^refet to academic, ye^rs ' 

beginning in July of the calendar year indicated 
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by those responsible for the School's further develojiment, of new needs 
arid funding possibilities. Thus the list is only preliminary. * 

It is useful to divide the Development Stage into two' p]?9sgs ; the 
Developmental Ph^e and the In|)lementation Fhase . ^ Many of the ' ^ : 
developmental prejjjects will be started in the ' Developmental Phase . 
During the Implementation Phase , the various conponents. of the School, 
that were'planMId and organized during the preceding stages in the 
.School's development will be put into effect in anticipation of the 
School! s opening. For example, the recruitment of the additional 
faculty required for the School's Operational Stage (see below) will 
begin; the student recruitment and selection program will be activated 
and the first groiq) of students. selected; and the details of space ' 
^signment and scheduling will be woriced out. 

Since these kinds of tasks will not be undertaken until it is 
certain - barring unforeseen circumstances - that the School will ixx 
fact open a^ a designated point iiTtime, the "bbundary" between the 
developmental and iifplementatipn phases of the Development Stage can^ 
be described as/ the point at \Aich the sponsoring university* m^es its 
final, offici^ decisio^pnceming the School's caning. This final 
decision is, in turn, predicated ipon the university's being reassured 
of .the adequacy of income to cover the operating and coital costs of 
the School's development and initial operation, and ipon the existence 
ofii^ reasonable assurance th^t the School will meet pertinent 
accreditation and legal xec|uirements (see Oi^ter 10) . (Tliis finlil 
decision contrasts with the sponsoring tmiversity's initial comnitment 
to ii^jlement the School of ifealth Professions - the commitment that was 
sufficient to begin the Development Stage.)* ^ ^ 

1^^ — J_ f 

* It should be pointed out that the Development Stage, as it is defined 
in this inplementation framewo^^ does not conform precisely to the 
formal definition of--*^ve]^opment" used by the Liaison Committee on. 
Medical Education (LCME) of the AMA and the AAMC. For a school to nfeet 
the LQ^^s definition of "in development," the school must have, anpng 
other. things, the '*(f)qrmal conmLtment by a sponsoring bocfy, such as a 
university or. a state legislature,, to establish a medical school," and 
"(f) irm assurances of financial support for both'coh;5truction and- 
operation" (form "Medical Education in the United States, 1972-1973," 
JAMA, E^ucationajt Number, Vol. 2*26, No, 8, November 19, 1973, -page 
903) These two pre requisites /.are similar to those designated* in this 
ch^ter as defining the onset of u^e implementation phaSe of the 
Development Stage. s i o\ 



3. Third Stage: Ihe Operational Stage begins with the, 
matriculation of the Scihool's first -students. Ihe Start-Up l^ase of 
th6 Operaticxial Stage covers the years prior to reaching the projected 
full enrollment level' {see Section III of this diapter) . In th§ case of 
the School's being inplemented at l)OP/PMC, the Start-Up Phase covers 
the five years from 197T through 1981. 
^ ^ * Ihe convention of designating the transition from the Development 
to the Operational Stage as beings the matriculation of the School's / 
.first students obscures the fact that the curriculum, programs, and 
•clinical units of the School of' Health Professions will omtinie to be 
^ "under development" well beyond the date of the School '^.official open- 
, ing. While a similar statement could J)e made for all new educational 
institutions and programs, the. observation is especially pertinent to the 
, School of Health Professions, due to the School's innovative anjd 
experimental nature 3nd its plan to remain responsive to changing 

V 

educational and' health-care needs. Therefore, to be conplete, the 
• purview of the "plari of iii5)lementat3,on"- needs to extend beyond the 
School's first year of operatidn. 



sion 




The inplementation frameworic discussed ^ovte. incorporates an . 
' evolution in the planning staff's cpnceptualization of the requirements 

^ , --^or the further development of the School of Health Professions, 

espe^cially concerning the role of the proposed developmental^projects. 
These developmental projects, most of which were identified early 
4r in the course of the current feasibility study (and labeled "pilot" 

or "demcwstration" projects) are now viewed - the availability of 
• funding aside as being appropriately deferredjjntil after the pro- 
spective sponsoring institution has actually made an ihitial commit- 
ment to implehient a School of .Health. Professions and as de^nitely 
being preparatory steps to the eventual opening of a School of 
. Health' Professions. * ' . . \ 

This point of view represents a shift from the eairlier concept that 
' these projects could be - and at times, even should be - conducted prior 
to the sponsoring university's initial commitment for implementation, 
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and that operation of these projects would provide' conclusive evidence " 
as to the School's overall feasibility* , ^ ' 

. " Both theoretical and practical considerations* persuaded the 
planning staff to alter this concept, the theoretical, consideration is 
\hat many Df the features of the ptoposed School are already being 
successfully carried out at existing schools; the uniqueness of SHP 
lies 'in its 'attenpt to combine those features? in one institution and 
into a vhole that is intended to be greater than the sum "of its parts. ' 
Thiis, the concept of a School of Health Professions cannot be tested, 
nor can' the School -itself be inpleWnted, 'in a partial way. . 

^ The practical consideration is that many of the developnental 
projects would be difficult to conduct in a way that would be meaning- 
ful and directl}^useful in establishing a new school without the 
knowledge, et the. time they were being conducted, that a School of \ 
Health Professions was in fact going to be opened. The clinical unit 
and teaii training projects illustrate thi$„ point; it would be difficialt 
to recruit clinician faculty to organize a clinical unit to accommodate 
major education&l W well as care-delivery functions unlegs it were 
expected that the school for yhose purposes the unit's operations were 
being designed would actually be opened. 

Mother related concept that was considered feasible *by sone, but 
which has now been discarded, is the notioh that it^might be possible to 
implement a School of Health Professions solely by drawing tpon sources 
of outside, restricted-purpose funds for the execution of a series of 
specific '"pilot" studies and projects, vhich in and of themselves would 
eventuate in an operating School. The staff now recognizes that such' 
heavy reliance tpon this piecemeal method of finding and conducting, 
program- develdpment is neither desirable nor fe|sible, particularly for 
a school as cdnplex and e^qperlmentkl as the School of Health Professions. 

III. GROWT H OF THE SCHOOL; 

— » \, ' 

PR3GRAM INITIATION, STUEENT ENROLU^. 

AND CLINICAL UNITS- ffiVELOPMENr ' . ^ " . 

Programs for the SHP's initial six. categories 'of students will 
be phased in as follows (years .in parentheses refdr to implementation 
at UOP/PMCO; . _ ^ 
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Year Program Program ' No. of 

■ Initiated" Students in . 

. First Entering 

o .Group 

Year 1 0 Primary- Care Physician . 10 

■ ^ (19,77) .0 Primary- Gare Dentist 10 

* Year 2 0 Health Care Coordinator 8 
(1978) 

' Year 3- t Niirse Practitioner • 4 

(1979) t 'Social Worker ' 4 

t .Clinical Pharmacist 4 



Student enrollment^ projections for the fi-rst six years of the 
Sdiool's operation are presented in- Table 2. Opening enroUnent will be 
20 students; full enrollment, to be reached in 'the sixth operational 
year, is estimated at 360 full-time equivalents ♦ Maximum "class" sizes 
for both the medical and the dental programs will be readied in the 
fourth operational year; the maxinrum class sizes for th€i health care 
coordinator, nurse practitioner, soqial work, and pharmacy programs 
will be reached in the sixth operational year. 

The- SHP educational ^roach makes it likely that some of the 
students will be attending on a part-time basis, so that the. actqal 
nuiAer of students enrolled at any time will likely exceed 360. 

Derivation of Preliminary Enrollment Projections: ' The projections 
of program start? and of student enrollmint are preliminaiy.' Insights 
and e}q)eriences gained in the coiirse of inplementing the School, 
decisions to incorporate programs for additional kinds of professions, 
and various external factors (such as national and local manpower 
poli^cy, political events, financial developments, and accreditation 
requirements) could all affect the School's. projected growth pattem. 

Basically, the projections of the absolute and relative pace of 
development of the School's. several professional currioola are the 
result of an attenpt to balance*^ a nimber of influencing factors. J\mong 
the chief considerations* taken into account wete:,the JeaJd-tim^ 
required to develq) and test out the SiP. curriculum and related: systems; 
the probal?l9 funding situation (cost^ and potential income) ; allegiance 
to interprofessional learning and to faculty and student team health- 



V 



, / 



• TABLE 2 , 

ESTI^WTED SnCENT ENROLLMENT ' 
FpRA 

SCHOOL OF J€ALTH PROFESSIONS 





ENROLLMENT* 




paofessiomxl' 


STAM-OP PHASE 


PULL ENROLIitENT 
LEVEL 


% 


) . 


zeax X 

(1977)^ 


(197tf) 


xsar J 

(1979) 


zsar % 

(1980)^ 


zvcr 9 

(1981) 


' Year 6 6 on 

(1982) 


$ 

t * 


PHVSICXAH 








^ ♦ 








l«t Year^ 

2nd Year 
3rd Year 


lo' 


20 

la ' 


30 - 
20 

10 ^ 


•50^ 
30 


, 50 - 
50 


o o o 




Tdtal Physician 


10 


•30 


60 . 


100 


130 


e ' 150 




PRIMARY-CABB 
DEINTIST 

l8t Year^ 
2nd Year 
3rd Year 


10 . ■ 


1^ 
10 


20 

15. . ' 
10 


•30<^' 
20 
15 


30 
30 
20» 


30 
30 
30 




Total Dentist 


\ 10 


25 


•45 


• 65 ■ 


80 


90 




HEALTH CABE 
COORDII^TOR 




8 




30 


* 45 


60l^ 




HURSH .PRACTITIONER 






4 


8 




20^* 


1 


SOCIAL MORKER 




* 


4 




14 


20^* 




CLINICAL PHARMACIST 






4 




14 


' ^20^<^ 




TOTALS 


20 


' 63 


' 137 


^ 219 


297 


360 





^Expressed in full*tiae student equivalents. \ t 

^"Class" years or "levels** ai^e specified for purposes 'of clarity and coo5)arability only. 
They are based on an average projected curriculum length 6f 146 instructional weeks (48 
per calendar yezur). This should not be interpreted as cont^eulictlng. the SHP principle 
of tiae-variable / compet^ncy-ba^ed curricula* The remaining four categories of students 
are assuiaed to con^lete their respective programs in an average of 48 instructional weeks « 

^Specific dates^*xprex$<'<l ia »<od#mtc yew^ refer to Impleaehtation of SHP^ at UOP/PMC. 

^^The first yeeuT'in which^the maximum projected entering class enrollment is achieved. 
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caye delivery; the interdigitatLon o£ student and. clinical learning 

e:q)erience requirements with the smooth functioning of the proposed 

SHP clinical units; and, finally, the pace at iSSich the clinical units 

and other anbulatoiy-care programs and -facilities can be organized. 

The last -factor was* judged to ej^Rk the greatest influence on 

the pacing of program-development, whereas the inmediately preceding 

factor - the interdigitatiqn of the students' clinical education 

requirements with the functioning of the clinical units - w^ deemed to 

be the most conplex to analyze an^ evaluate at this point in the process 

. of planning^a' School of Health ^^rofe^sions. - ' 

^ Clinical Ihits" Development: Figure 2 presents the principal 

assunptions. about .the pacing of the "development of the clinical urjits 

, (for a School implemente'd at UOP/HCI' that were taken into account in 

projecting program-initiation and student ,enrollment, 

Ihe central- clinical unit (located dt or close, to the* School *s 

teaching facility) -wiil be organized firsts' It is intended to be the 

most highly develqjjed of tl^ ^ree types of 9ff cliaical xnits in teimS 

of specialty back-ip, proximity to inpatient facilities, and utilization 

, ' of prepayment mechanisii^. ''It woiild also probably be^the site of the 

greater portion of -students' clinical unit, experiences - especially 

^their mo5t formative ones. 

For a School inplemented at UOP/PNC, the central clinical unit 

would be created from PMC's ^present outpatient clinics. To turn current 

clinic, services into a model School of Health Professions clinic will 

include: increasing the space (possibly -building anew facility) 

available for instructional purposes; expanding the patient population 

and instituting the kinds of services required to attract patient^ wj/th 

the kinds of primary^care problems ^addressed by the SHP curriculum; 

determining precise staffing patterns (faculty and non- faculty clinic 

s^aff and students) ; introducing School of Health Professions faculty 

care-providers into the unit,; initiating interprofessional team care; 

and restructuring care-deliveiy and administration (including modifying 

the patient- records system) to -accommodate a large nunber of students 

in the clinj-c* Ideally, the central* (PMC) clinical unit will also be 

. - able eventually to convert from a fee-for-service to a prepayment-plan 

' basis of operation. • ' * ^ 4 t 

. ' 14i 
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FIGURE 2 

PROPOSED TIMETABUE 
FOR THE DEVELOPMEIIT'OF 



.AMBULATORY-CARE CLINICAL UNITS* 



1975 and 1976: Creation of Central (PMC) Clinical Unit begins with 

the establishment of team-caire delivery by ^ faculty 
in the PMC outpatient clinics. » , 



1977: * Central (FMC) Clinical Unit continues operations with 

• * the addition of SHP medical and dental students . 

- Experience gained contributes to the subsequent develop- 
ment of the Urban and Rural (remote- site) Clinical 
. Units. 



1978 : . ' Health Care Coordinator students are introduced into 

the Central Clinical lMit=^ 

* Operation of Urb^^ and Rural (remote-site) Clinical 
,l^ts is initiated -"faculty but no 'students.. 



'd979: Urban and Rural Clinical Units continue operation 

with introduction of SHP students (all six professional' 
categories).' 



1980 ^and 1981: All three Clinical Units continue to expand dijd mprcfve 
operations in pace with the* expansion of SHP student 
enrollment^ (full enrollment level is reached in 1982). 



for* a School implemented at UOP/PMC 

14a 
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For purposes o£ planning and cost projections, a nturiber o£ broad 
operating assunptions have been made regatding *the creation o£ the 
urban and rural (remote site) clinical mite. The most iuportant o£ 
these ^s that \Aatever the particular 'TDase"*£roin vMch eitiier an urban 
or a rural clinical unit is £onied, to conply. with the timetable in 
Figure 2, it must include a pre-existing patient population viiich is 
qjpropriate, with rela;tively minor e:q)ansion, £or the SHP edixational 
program^ with regard to the San Francisco Bay irea, the creation o£ the 
requisite patient population de novo would probably be neither ^ 
adodnistratively, politically, nor financially feasible, Ihis operating 
premise nearly preduiies any rou^ other than the acquisition d£ already 
established clinical operations serving reasonably stable patient 
populations. Even then, the development o£ model SHP urban and rural 
clinical units will be a demanding task, and one that may take a 
nuiriber.of years. • ^ 

In light o£ the preceding observations, it is possible that students' 
remote-site liiban and rural clinical experiences will (at least initially) 
be acquired in a number o£' existing care- delivery programs with lAich SHP 
will affiliate for the participation of its students and their SHP 
faculty preceptors. For the rural experience this might 'mean', for 
exanple, assignments to, solo practitioners, rural grot^) practices, 
rural clinics, and community hospitals. Regardless of viiether thes^e 
kinds of assignments end vp as tenporary substitutes or as pemanent , 
replacements for tiie envisioned SHP model uiban and rural clinical 
units, they will be selected on the {basis of their capacity to serve 
the educational objectives of providing health- care experiences in 
socio-economically and medically xnderserved patient ^populations and of 
providing students an opportunity to learn to adapt team care-delivery 
to a given patient population. 

As indicated above, the. School is' planned to open with only 20 
students in the medical and dental programs, and to phase-in the 
remaining four programs oyer a two-year period. Thereafter, enroll- 
ment in all six programs will be increased gradually until full size is 
reached in" the sixth year of operation. This conservative growth ^ 
pattern recognizes the desirability of iirplementing the unique inter- 
professional curriculum on a gradual and manageable scale, of allowing 
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^sxrfficient time to establish team- care delivery in the clinical irdts 
before all six categories of students and professionals are absorbed 
into the units, and of e:q)anding enrol^nt only as quickly as the ' 
development of appropriate clinical e:cperiences permits* , 

Beginning the medical and dental programs two years ah^ad of the 
hurse practitioner, social worjc, and pharmacy programs will help 
compensate for the discrepancy in the lengths of the, various professional 
programs* It iT'a^tBBd that health care coordinator, nurse practitioner, 
.social work, and pharmacy students will require, on the average,, one 
' year to coinplete tJieir respective programs, and will have assumed major 
patient- care responsibilities within tivs course of program* . 
Medical and dental students are estimated to require an average of three 
years to complete their programs and to achieve the conpetence required 
for assuaing major responsibilities for patient care (Stagp 4 of their 
curriculum, as described in Oi^ter, 2) at about the end of their second 
year* Therefore, by the time the initial groip of nurse practitioner, 
^social woric, and pharmacy students are admitted to SHP, the initially 
admitted groip of medical and dental stiidents will be available to 
serve with them on patient-care delivery .teams* 

The opening of the health care coordinator program is postponed . 
until the School's second year of operation in order to peimt 
conpletion and evaluation of the results of tdevel^pental wprk in , 
clarifying the health carp coordinator's role (one^Sf the developmental 
projects). Initiation of the health care coordinator program at as 
early a date as possible is critically inportant for the development of 
student health-care delivery teams and for the purpose of clarifying 
the w^s in vrfiidi student health care coordinators and their professional 
(faculty) counterparts interract in their pivotal roles in patient-care 
delivery in the central clinical unit, 

-A 

IV. THE ROLE OF TIIE FACULTY IN IMgLBMEOTING 
IHE SCHOOL OF HEALTH PROFESSIONS 

The key features of faculty participation in developing and 
implementing a School of Health Professions are described below* The ' 
description is restricted to faculty activities during the DeveJ^ment 
Stage, so that instruction of students is not included. 
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A> Faculty Composition 

During liie DevelofJment Stage, the faculty will be conprised 
prirnaidly of primary-care providers representing, rainimally, the 
professions to be trained in the School of Health Professions. ^ (In the 
case of the health care coordinator, a new profession, the faculty 
representatives might be drawn from individuals with experience in 
unit managerial or similar patient-^care oriented administrative 
positions J In addition, a nuirfcer of individuals with e^qperience and 
conpetence in curriculum evaluation and instructional design will be 
included as full-time members of the faculty. A small number of 
biome(^cal and behavioral scientists, mainly on a less than full-time 
basis, will also be included. , 

As will be true of faculty hiring in general, selection criteria 
for faculty for the Development Stage will emphasize demonstrated 
interest in teaching and curriculum development and expertise in 
patient care (^or research) , since it is probable that the faculty who 
join the School during the pre-operational period will stay on to 
assume instructional responsibiliti es vA ien the School opens. 

The decisions^ concerning the precise nijnber and kinds of faculty 
hired during the Development Stage ^11 be governed by the curriculum- 
development and eventual instructional requirements of the School and 
by the other kinds of developmental work required, rather than by 
professional disciplinary strength, departmental prestige, or similar 
considerations that are of lesser relevance to .the basic goals of the 
School of Health Professions. The precise faculty pattern that was 
developed for purposes of 'estimating Development Stage costs is 
included in Chapter 12. 

B. Faculty Activities 

EachiDf the primary-care providers on the faculty will spend the 
majority of his time establishing team-care delivery and other changes 
in clinic operations in the central clinical unit (preparatory to 
introducing SHP students into the unit), and ^veloping the nodules and 
evaluation materials required for implementing the curriculum. The 
remaining* time Will be spent in other developmental or administrative 
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activities (e^g. , developing faculty governance plans, student 
^admissions) . Hie educational specialists on the faculty will devote 
their' entire time to assisting in the development of the module study-' 
guides and study and evaluation materials and in developing and 
conducting faculty training programs designed to strengthen teaching 
effectiveness and ins tructional* development skills. 

Ihe faculty will play the predominant, role in developing the 
Sdiool^s curriculum, a process that will center around developing modules 
for the kinds of patient problems and diagndses discussed in Chapter 2. 
Ihtil SHP has its own students, students of other health professions 
schools will be consulted in designing the curriculum. 

Ihe greatest responsibility for defining and developing the 
cinrricular content will be held by the faculty members \iio are primary- 
care practitioners representing the various professions tp be trained 
in the School. Biomedical scientists, behavioral scientists, conical 
specialists and subspecialists , administrators, educational specialists, 
technical sipport staff, and students will be drawn i^on as resources, 
as will many consultants from outside of the School. This distribution 
of responsibility applies not only to the curriculum- development effort 
that will occur prior to the School^s opening, but to -all subseqient 
curricular ipdating and revisions as well. 

The development of the, curriculum and clinical learning experiences 
for the health care coordinator, nurse practitioner, social work, and 
pharmacy programs will continue into the first two years of the School's 
operaticSn (i.e., vAien there are only medical and dental students - and, 
beginning in the second year, health care coordinator students as well). 
During these two start-up years (1977 and 1978 for a School inplemented 
at UOP/PMC), faculty for these four other professions will coiiplete the 
development of the curricula for their respective professions, initiate 
team instruction. and team heal th~ care delivery for the medical and 
dental programs, and, with other faculty, prepare for the eventual 
integration of the curricula for all six professions. In the School's 
second year of operation, faculty in all professions will begin to 
organize team- care in the rural and urban clinical units as well as 
continue to inprove and expand the patient- care and educational 
coii5)onents of \th§ central clinical unit. 



V. A FORMAL IMPLEKiENTAnQN PLAN - . ' • 

FOR A SCHOOL OF HEALTH PROFESSIONS 

A. Introduction ' ' , 

The contract with the Bureau of Health Resources Development 
requires the preparation of a formal plan of inplementation' for a ^ 
Sdiool of Health Professions. ' This plan, presented in Figure 3, is 
the immediate resrult of planning sessions held in June, 1974, but 
incorporates the results of earlier planning sessions and of interim 
modification^. It contains some specific references to UDP/PMC,^but 
is readily generalizable to other settings. 

The plan is a reasonable temporal and logical statement of the 
effort involved in inplementing a School .of Health Professions. It 
puts in visual perspective many of the issues dealt with in the 
earlier chapters of this report' and incoiporates some additional 
considerations as well. However, the plan is not entirely self- 
sufficient; .the text of this chapter and the plan are conplementary - 
rather than congruent - to one another. ' 

B. Explanation of the Plan ' ' * . . 

I. 

The inplementation plan (Figure 3) coirbines some features of ^PERT 
technique with the traditional timeline-type of presentation. Each boxfed 
entry represents a milestone" (i.e., a goal or acconplishment) . All 
connecting liiies indicate critical sequence in, the direction indicated 
by the arrow: A dotted line merely inplies the critical ordering of 
events; a solid line between two boxes inplies, in addition, an 
intervening activity that must be performed in order for the second of 
^ the two goals to be achieved. No attenpt has, been made to attach 
specific dates to the plan, but the horizontal distances between boxes 
are intended to approximate the estimated relative times required to 
* conplete various conpdnents of in^^lementation. 

Whenever possible, separate lines of progression are presented for 
each of the various eonponents of thfe development and inplementation 
process (e.g., development of educational stppolt resources, faculty 
development); thefee lines are arranged vertically. Thus, the horizontal 
"axis" of the plan relates the various inplementation components to 
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one another tenporally, while the system o£ lines and arrows relates 
tiiese coiiponents to one another logically. 

The Plan begins at a point in the planning proqeKB^uivalent to' 
the state that the planning at UOP/PMC had reached in earlp'Stm^r, 
1974 - that is, about two years after the beginning o^ the feasibility 
s.tudy - 'and ends with the matriculation of the School's first student. 
For a School of Health Professions inp lamented at UOP, this end point 
QGCurs in 1977. Since the "development*' process will continue well 
beyond the School's official opening, the conclusion of the 
inplementation plan with the matriculation of the School's first 
students is somewhat arbitrary^ 

The plan in Figure 3 is^ .divided into three major ''phases." The 
"Planning Phase" is congruent with the final part of the Feasibility 
Study and Initial Planning Stage portrayed in Figure 1; the .Plan's 
"Developmental" and "Iirplementation" Kiases are roughly congruent with 
the two phases of the same names that constitute the Development Stage 
shown in Figure 1. , 
- The plan is oii the next page. ^ * 
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FIGURE 3^ 



IMPLEMENTATION PLAN 



FOR A 



SCHOOL OF HEALTH PROFESSIONS 




Directions for reading' 



Time ; flows from left to right. 



Goals (milestones): shown in boxes. * * ~ x 

Critical Sequence of Events : All lines indicate critical 
sequence. Solid lines indicate the existence of 'one or moro 
intervening activities that influence the lapse of time ^ 
between two connected goals. 
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Please forgive our missing the £ollad.ng pDrrecticgis before sending this chapte'r .V 
*'to. press/' Unless otheiMse noted, lines are counted froin the. top' of the page d<*ai. . 



p. -134, footnote:' Change "1975" to "1977." r "/ " 

p^., 136, line 8:- Change "pifojectl" to "projections.-" . • * " "•- 

p. '137, line 5 from bottom of page: . Add a comma after the word "consi(feratxon\"^ 

t),, HO: ' • ' ' , ' . • " ' ■ i,. "'. '. 

.'- line 6: Delete the second "data;" ,, . "<•.•'.. 
subheading' "A": Change "Educations" to ! 'Education/' , : 

- 5th. line of text un^er th& "Introdliction" subheading: Reinpve. the comma 

. . between the name of the publication and' the date;, : * . '* 

p.. 144 y idne 11: The mispelling of "uncertainty is duly noted. - . . _ - ■ 

p. J64: . ' . ' •' 

- line 21: Correct "Schools 's" to read ".School'^."- • • . . - ' • ; • - 
line 23.;^ The period should be inside the fight-hand parenthesis. 

p. 166: " ■ • : •. • : ■ f 

.line 9:,. The period snould be inside this nright-hand pa'renthesis . . • " 
' ■ - lineJS: Add. a coinraa after the word, "year." ' . . , " . *. - ' 

p. 168, footnote: Remove the ri^t-hand parenthesis from iiie^ end of 'the. footnote;' 
place it at the end of the word "Ideation" in". the 4th lone from the bottom of " 
- .the footnote. - , ' . , ' . ',. . . , ' ' - "■ 

p.- i-^75/lii}e 6:\aiange /'program';: to "progr^ v v • / ,.; 

2nd 

read "throughojat 



' - .2hd line-.jtmder "Faculty Needs" -siiheading: .CDrrect' "through dut!'- to ' ' , . 
• ' read "throughojat..^' - , • - '. ' • , 
- footnote: .ftemove the comma, in'the 2na line, '(after "faculty F.T.E/')'. , 



J;. .180.,. -bottom ."line J The ndi^sing page nunbex reference is,;l6av; , / ; , 
p. 185 » footnote, line -7: ' Erase, the words . of the 'requite^^ clinical T 



^ p. K9i: " ., 

line 4: ,:'Change"99th" to "93rd." 



- .line ^; - 'ijiari^e . ^^ui w ^jiu. • ., Xr^ -'' V. "', 

•• • ■, -.. line. 23: Jlemove the cdnma aft^er "tiiroughj.l^.g^ |t after; the, . 'W. , . ^ 

' "*t, line ,26: ",Add 'a comma after the wbfd " . " ^ ; /s, 

. lone- 2-9: . ^Add a. comma after "primary ;9^j^.r' ' ,.' ' ' 

p., 192 1st line of bottom paragraph: Remov^^e comma after the vrard 'IJro'uridatiohS.'^,. 
Jine. 8: Decapitaiize the word"patient.'' • , ' _ . 



, . - line 10: Remove the left^h^d parenthesis . 

' ' ■ - liries 16 and 17: Delet'g4he entire reference *in the paienthesQs; it 

... 



is 'an error. X . ' >• . * • -j^ 



p» 199';' line 5:- Oiange the word "of" -to "is," 



p. 137, line 3 from bottom of page*. 'Ad<i a comma" afte? the word "cbnsidei^ation," ' 

p. 140: . . ''. * • . 

- line 6: Delete the second "data.'i 

- subheading "A": Change "Educations" to "Education." ■ w 

- ^th line of text under the "Introduction" subheading: Remove the comma 
between the name of the publication and the date. , 

p. 144, line 11: The mispelling pf "uncertainty" is duly noted. 

^' line 21: Correct "Schools's" to read "School '-s." 

* - line 23: ■ The period should be inside the right-hand parenthesis. 

p.,166> - • ' . * , , ^ . 

li^e 9:. The period should be inside the right-hand parenthesis. 
■ .-" lir\e IS: Add a comma after the -word "year'." . 

rfS'USy footnote: Remove the ri#t-hand parenthesis from the end of the footnote; 
place it at the end of the w«rd "location" in the. 4th line from the bottom of 
- ', t^e,. footnote. .. ' . . 

^l;175/i:-ine 6: ' Oiange J'program"^^ . . • 

xi' 17%' ■ ^ . ' ' ' *» - ' , 

.*. ; ; 4, 2nd line under "Faculty Needs" subheading: Correct. "through. out" to 
. ' - ''.read "throughout." - - . • 

V;.fpatiwte: Remove the comma in the 2nd line (after "faculty F.T.E. j. 

'p. 18Q;,..bpttQiR-iine; The missitig page nunber reference is 160. . . 

p. lis, feoi^ote, :^ine 7:, Erase the words ". . .and of the required SHP clinical 

^ ;:;'-mits. ' • • . 
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pl-3L9j,,ast 'line Vf Mt-tom paragraph: Remove the comma after the word "foundations. 

p. 197:- • .1 / . ; . • - 

liiie St Decapitalize-the word "patient." • ^. - 

■ ' -v-line 10: Remove the left-hand parenthesis. ' , 

"•" - lines l^.'Wd 17: ' Delfete the entire referehce'in the. parentheses ; 1^ 
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-1' t v. 3Td line of bottom paragraph: Insert the word "financial bettireen .,■ 
'• " '*; - "the words- "unpredictable" and "state." '-; T '.'C'- 'J:- ' ' • 



1- - • 



- CHAPTER 32 \ 



/Firm'/iaS^iiOTioNS:, 

PERSONNEL -AND OTHER RESOl^CE NEEDS 
• COST AND INCOME-. PROJECTIONS 



■ . ■ ; , • / , qHAPTSR SUMMARY 

This chapter 'presents finangijal projections for the School pf 
Wealth Professions, Cost estimates are ba^bd upon the optimal 'ffHP' 
educational piogr^m, whereat incow^- projections have intentionally 
been Jcept conservative* , * * . . ^ < 

• Opetating expanses and ^in^me have heen ukveioped- for 
* ^rV^-year 'beyelopmexjt Sta^ and fdr, a Start^Up Operational 

. Pha^^ r as well as for full opbi^tional (full enr^^llment) level. All 

'costs shorn' a^e. for the Schoolfk 'educational program; it has beenrl 
^ assumed' that this School's pati^ntzcar^ ^n4 rdseeirch programs jt^i 11 
^bj. self^suppdrtihg. ^he proJ^^<^±ons of operational .i-dsts weie ' ' 

developed €rom a^thorojugh analysip;^of.,S^P students^ ' Snsttuctional 
-nee^dSf from whibh the .faculty requiremehts were'^d^termih&d^ - 

The e3%irt}ates of o^eraping I'ncom^ were deirelgped frdm" 
interpretations oflcurfent euid prospective trends^in t^e support of 
f^Jiealth. professions education and,' from /additional cphsideratio'ns^ 
[concerning the Miids of income phat might ayail^le to the Svhool 
of kS^Ith Professions in particular* " * " , - * 

. ' Th0' School's: capital funding needs ^te iased upon a determimtion . 
of the sp^ce -required to support^ ^h0 ^^chgbl's- educational ptogi:am. 

, The (±apter concludes ^wlth « comparison' of .projected costs jind 
income ^nd/an evaluation pf'some^'fof^the My factors that i(tay,.o^er 
'the hext 't0w\ykars^, sighiHceiAtly affect the pxojections- developed 
ih^this stu^y. ^e ^'^aluation of tA^'se factor? suggests that^the^ 
SchodV fipanqia^ prd>^ may be Better than\those suggested in 

this. st'V/iyl , V> i;^-^"^ ' v ' 
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CHAPTER 12 • 

FINANCIAL CONSIDERATIONS 

• Personnel and Income Projections 
Cost and. Income ^Projections" 



J. introduction ; 

Tms ch^ter is the result of an extensive effort to unite the 
caiplex aS{q)onents of the SHP educational plan^th specific 'estimates 
of personnel and other resources in ordfer to develop realistic calcu- 
lations of costs and incane. The projections are based on careful 
and prolonged examination of the SHP programs as they will be - rather 
than upon the application of conversion -factors to cost data from 
other schools; Both operating and coital |und requirements have been 
considered. - 1 ^ ' 

Projections of operating (non-capital) expenses and income will 
be presented for the ^School at full operational .level (i.e,, full- 
enrollment) , and for each of Ih preceding years of development and 
start-iq)."* 

^ The estimated opi^rating e3q)enses for the School at full oper- 
ational, level have been developed from program specifications and 
methodology - described in this chapter - t}iat are consonant, With the 
educational plan, philosophy and curriculum described in preceding 
sections of this, report. The projected expenses for each of the years 
of the Development Stage and of the Start-Up Phase relate to the- 
scheduling and other considerations for the School's inplementation ^ 
that were presented in the preceding chapter. 

Th^ financial projections deal primarily with the School's 
educational budget* The estJttated Costs^ and income fdr all patient- 
care and research that is not related to the instruction of SHP 
students are referenced only 'indirectly, because it is assumed that 

*For a School in5)3temented at UOP/PMG, the development' period is 
projected to begin' in 1977, and full enrollment is' projected to 
be reached in 1982. 
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.the School's budget will be required, to cover only those items that 
are connected with its educational programs. .(This point will be 
airplified-in following sections of this chapter.) 

Jt should be pointed out that the projecting of operating income 
foi^the School has been particularly difficult, due, in large part, 
to the heavy reliance of health professions educational institutions 
xipoRr1)u blic ^ especially federal) siqjport, and the high level. of ' 
uncertainty and contingency connected with the future of public 
siqjport of health' professions education (HPE) . As will be reenphasi^ed 
in -Section 'IV, the income estimates have been intentionally kept 
conservative,.. . ■ . " 

In conformance with state budgeting conventions, estimates o'f 
operating e:jqjfense^ and income for all years ^are presented in 1974- 
dollar. levels . The use of a consistent .dolls^ Ifevel assUmers thai^ 
inflation will affect ..toth costs and income equally. Capital fund 
requirements, which^-are broken down into a five-year investment • 
schedule-, are presented both in mid- 19 74 dollar levels and at the ' 
inflated dollar amount anticipated for the year of actual expenditure. ^ 

Unless dtherwis.e noted, all specifically designated years in this 
chapter \efer to the'acadenuc year beginning ' iji July of the-year shovni/ 
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II. MAJOR ASSIMTIONS « ' 

, The budget estimates for the School o£ Health Professions were , 
developed within the context of several fmdgmental assunptions, listed 
below. Their full inplications and significance will become apparent 
lAen the detailed projections are presented and discussed in Sections 
III through V of the chapter. The assumptions areS ; 

• The .cost projections are not tied to any: one specific site 
for SHP, ,al though adaptations of- the geTOralized estimates to 
a UOP/PMC location are provided vtfiere useful. The projects 
do assume, however, that the School will be established in 

; an existing academic health-care center that contains, minimally, 
a medical library, a teaching hospital and a dental school. 

• There exists locally, a group of individuals ^with the 

range bf skills required of the School* s resource faculty, 

including, in medicine, dentistry, and biomedical sciences 

'(e.g., protein chemists,, endocrinologists, endodontists) . 
_ ** 1^ ' * 

• ' ' The full-time faculty tould be recruited from anyvherei in * 

the nation. However, it is important that individuals with 
I . " l)oth ^the -special expertise* and^tKe coirmitment to education 
required to be SHP resource 'faculty already exist in close 
. Ik geographic propcimity ,to the School so thit their essential 
. _ ' content knowledge can be utilized on a part-time^ basis.* 

> ^Relatively few areas iDf tjie nation include the sorts of • 
• individuals 'rf quired^ |:q me^t th^se specific needs regarding , 
. SHP r^SQtirce faculty; iexaroles include the^ Northern California - 
Bay "area,-- Los Ailge^es, /Boston, Chicago., Philadelphia and New 



*The enploymeht of most resource facujty on a paft-time\- rathervthaii oii' 
a full-time - basis is consistent with 'the 'School' g^eneral educ&timal 
and faqulty policies C$ee Ch^ter 3) . It i$ also tost-effectiVeTin^ that 
(1) it can reduce the Schpo]^'s costs fpr faculty- salaries, strrnort staff 
and space, and (2) it potentially 'reduces the need ah'd^TeUted^ cost*, 
(applicable to full-time faculty) ari^sing 'frojn. having to continue'ta^ 
suppott individuails at a higher level or for^a longer period of time^-^^ 
than is warranted by either the quality of thpir work or the Sc^ool'-s^ 
prog^ needs. This kpd of flexibility jLs particularly ijTiportant 
during the early stages of the School* 6 dewlopment ^d operations, 
frequent reassessments, of progra|ij and faculty needs a^re likely 
to occur^ ' 1 ri A 

, f 
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The School will be an indepejident unit in the academic health- 
care center, with its own students drasi^ing on other units or 
programs for resource faculty and various services and paying 
only the incremental costs (including direct and indirect items) 
for services, rather than, a* portion of the overall costs 
according to a common variable such as student numbers. 
The School will use (in addition to its own clinical units^> 
many existing clinicial resources such as hospitals, clinics, 
and doctors' offices for its educational programs. It is 
assumed that only the increased operating costs of these 
facilities resulting from the .presence of SHP educational 
programs - rather than a proportional amount of the facilities' ^ 
overall operating costs - will be borne by the School. This c 
assumption is consistent with the kind of financial arrangements 
that generally exist between U. S. health professions schools 
and their affiliated clinical resources. 

The School wi],l notTiave to bear any portion of setting ud the 
patient- care programs in its clinical units. Such costs include 
both the promotional expenses and the losses that may be incurred 
during the units* first years of operation when expenses will 
. likely exceed income* , 
Cost^and income' estipiates are made on the feasis of the six 
^ professions selected, for the initial SHP student body - the / 
'*fo)ar that will be fully educated within the School (primary-^ ' 
care physician, pi^imary-care dentist,- health care Coordinator, 
nurse practitioner) and the social worker and clinical pharma- 
:cist (which* represent the kinds of professionals who could be 
partially educated by the Sdiqol in conjunction with other 
^established educatfional institutions) . * 

The cost and income estimates do not take doctoral programs, 
internships,^ residencies, fellowships, trainpeships , or 
continiang' education programs into consideration, althoujgh^it 
is' anticipated that. these kinds' of programs will either already 

exi§t wherever the School is located or be added in the future* 

- ' ' • * • ' '■ 
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as hec^ssaiy fox the completeness or enrichnient of the principal 
rSHP prograiTB., It must be assumed -^at if aiy of ' these/programs 
were added, to', or bej:aine affiliated with,SHP during the time 
covered by the, budget projections in this report /that they 
wulAbe self-supporting, < , 

. The exact interrelatiofiship of the SHP program to' medical 
residCTicies, especially in primary- care areas such as family 
practice and internal Jifediqine , has not been established; It 
IS probable ihat in idle. early years, residents* participation 
in the SHPt educational process (of medical and other kinds of 
.students) wijl be utinimal-even thougji residents may provide 
soine e6jitent ai^s'istance'- in view of the fact that residents' 
own' previous fedUeStional experiences will have been so 

.different .f^cgftj , those being' 'provided in the Sdiool of Health 

•* » ' 

Professions,* .' r „ - ^ ^ * 

' ' . • ' ' . • * , - „ 

: - The re^Gnsibillty^of th? School's basic science (bio- 
medical , and'behayipral) resource faculty, insofar as their 
.coniirLtrent- tQ^HP is'fconcemed; will bd to SHP students, ; ^ 
ratheV.thari^tO: graduate (i.e., Ph.D.) student education/ The 
nott'-detpattmental^intexnai ,strt^ of the' Sdaool should help 
'•foster this prierttation*.^ AlsOj.it %s likely^ that several of, 
, th'(^' i'rtdividuals'hire'ci to function as basic science resource 
•faculty for the School will be ^Qliniciang, vJiose major 
"orierCtajtion .outside, of SHP is toward. resident or fellqw edu- 
cation rather thaa researdi and. basic science graduate edu-, 
catioijl'*: • ' " ' ^ y 

*As'/i^' 'the <:ase iii all health professions schools, faculty 
aAy. other ;^eiT|3i],0yees of the School will be involved in the*- 
Ihree^m^jor 'areas o'f ejiucation, patient- care and researdi. 
The Schools bud^t .will Yemuiierate all employees of the 
School of Health Bpfessions fully for effort (assumed to be 
e,qual .to t^iipe) involving 4lie School^ s educational programs 
*but pnly fqr that*^ effort;, it has been assumed tfeat resfarm 
and patientjcare will d§ self-si^)porting. Educational- 
program activities include: student contact and 

^ V / 138 • , 
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preparation time, curriculum-development, and related 
administrative^ and committee work (any of which will at .times 
involve some overlap with patient- care or research activities). 
Based "on a 40-hour professional v^eek, faculty members wiy?^ 

■ be expected to iximrftit, on an average,, a total of 70% of tlieir 
SHP time to eduational activities and the remaining 30% to ' ^ 
patient car6, .and/or research. The 30% level of effort^is 

^ considered -tQ be essential for the faculty^s maintenance of 

^Its educational and professional. excellence,. 

The' financial support of health professional faculty, 

. particularly in medical schools, is l|^ly conplex and may 
include money from four or more major sources, including 
the school's budget, biomedical and educational psearch 
grants, training grants, and patient- care fees. The 
assumption made in developing the financial needs for the 
School of Health Profess ioils is that oriee the School's 

'Start-Up operational Phase begins, salary and general 
expenses attributable to either research or patient-care, 
activities will be covered by non-School sources of income 
(principally i)5search grants and patient -care fees), Ihus, 

'On the average; a full-time faculty member will require direct 
support from the School for 70% of his overall effort. The 
faculty .will, of coUrse/, be comprised of individuals with 
many different patterns of effort and suonort stemming 

from their vaiying skils, time commitments to SHP, and . / 
Capacities to attract outside funding. 

The Schopl's space and capital fund requirements are limited 

to instruction^] , instructional si^nort and instruction-rfelated 

♦ 

spac0', plus 'to that portion of additional rese^ch or 
patient gare, space that is,c*^idered related or essential 
to the School's educationaL .{Program, The development of other 
patient- c£i,re or research space is nof considered to be the 
School's financial responj^ibility. 

In •the capital cost projections, all required space will 
be assumed' to be created by new construction rather than by 
remodelling of existing snace*, " • ' , 

' . ' .:I63 ' - . 
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III. COSTS OF THE SCHOOL OF HEALTH PROFESSIONS V 

Section III is' divide^ into two t>';rincipal Darts: (A) a brief 

background on the methods^ used in. cost -accounting health professions • 
• * ^ - ,* 

education', and (B) a major presentation and discussion of the develop- 
ment of the costs. for the kind of School of; Health Professions that has been 
discussed in this report. The firfet part is iiltended'to help*the ' 
Trader evaluate the cost data for SHP data developed in^the feecond - ' 
part. • / . " \ - 



A/ Background: Nfethgdology for Cost-Accounting and Gost-Develo ment 
V " • ' iA Health-Professions Educations ' ^ - r 



A 



^ 1.' Introduction : Techrffques for the analysis an<i development of 
the costs of education of health p'rofessionals have advanced recently 
with the publication of two major studies of costs of health professions 
education: the Association of American Msdical Colleges' 1973 report, - 
Jfadeigfaduate Medical Education/Elements-Objectives-Costs , (1973) and the 
Natimal Academy of Sciences, Institute of M5dicipe's^974 report^ . . 
' entitled Costs of, Education in the Health Professions . The I.O.M^'s 
approach to cost-develo'pnent is similar^ to. the one that has been 
Used forothe School of Health Professions. 

A major problem identified in botl^ of 'these, basic HTC cost studies 
is that heal th^ofess ions schools have multiple, interrelated products , 
and that the educational costs can vary quite widely (especially in 
medical schools), dependinH^oon the amount effort allocated to each 
specific kind of output or task. A medical schopl, for example, has ' ' 
outputs of at least medical students, residents, yesedrch, and patient^ 
care, and it Is extremely difficult to allocate total costs accurately 
among each of these outputs. .The addition of several atheV, categories 
of students - such as in .the case of the School of, Health Professions - i 

makes cost- allocations ev6n more. difficult, particularly within the . 

.0 

S*chool's -e<lucational program itself. Clearly, explicitly stated * 

assunptions -and definitions concerning categorization of activities 

^ , . . ' ^" ' 
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9re essential to any discussion of IIPE costs, so that results can be 
recomputed if different assunptions or judgments are desired. 

2.- The Institute of Kfedicine Study :* Ihe I.O.M. cost study, 
authorized b}^the Conprehensive Health Manpower Training Act of 1971, 
analyzed data fron a nationwide .sanple of 82 schools in the eight 
professions of medicine, dentistry, osteopatliy, optometry, pharmacy, 
podiatiy, veterinary medicine, and nursing, in.gn effort to estimate 
the average annual cost of educating student^^^to the fijrst professional 
degree in each of these- respective professions. 

The I.O.M. 's* metfiodoioty for determining, nJie costs of education 
for each kind of program was based upon analysis of faculty activities 
(faculty effort study); the assignment of direct faculty costs was 
developed from its findings of the percentage of faculty -effort in 
each of the following thirteen activity categories (T.O.M. , Pts. I 
and ^11, 1974, p. 28): ' * - * 



ACTIVITY. 

Teaching Activities ' 
(1) Teaching 

(2^ Preparation for 
Teaching • 

(3) Curriculum Develop - 

. ment' €ind Evalua- 
tion^ 

Joint Activities * 

— V 

(4) Joint Teaching and 

Patient Care 



DETAIL 



Fonnail teaching, classroom 
Jectures,* etc. 

All teaching' preparation 
activities 

Teaching stpport 
activities 



Patient care with students 
present * . 



(Continued on next page) 



-*A concise explanation of th^ I.O.M. approach, covering additional 
points to those made. here and in later parts bf .this Chapter, can be 
found in the "Introduction' ^ to'the ^ril, 1974, unpublished version of 
Paart III of the report on the I.O.M. Study.' -'The full bibliographic - 
citation for the .StUdy is in the refeMice list at the conclusion of ' 
this Chapter. ' lor- ' 

1 bo. ' ^ 
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(5) Jbint Research and 

Teaching " * 

itesearch Activities 

(6) Independent Research 



, Patient-Care Activities 



(7) PatientrCare 



(8) Hospital/Clinical 

Administratis 

Genera! Sipport Activiti^ 

(9) Administration > 

(10) Service ' ' ' % 



'(llJ'Tt'ofessional Develop-, 
ment 

(12) Writing 



(13) Absence 



Research with students 
present 



Reseafdi witii no students 



present 



Patient care in any set- 
ting; no students 
present 



General, administrative 
activities 

Service to profession -and 
to outside organizations 



Professicxial writing/ 
other than research 
findings ^ 

Sickness-, vacations, etc. 



Hie I.O.M/assigned the other tosts of the schools s,J:udied 

largely on the basis of -the percentage distribution of the faculty 

effort. . In the clinical setting, on\% the incrementail costs were 

included as part of the education costs. Thus, the education of . 

medical students did not* bear a percentage of costs of patient care 
• ft *• 

unless the patient care was directly affected by the presence of sty- 
dents. Also, th6 'Study did ijot include any iirputed educational ^osts 
such as the cost of volunteer faculty. Costs^ for topics taught out- 
side the health professional schools ti)€fmsfelyeB were also not 
'included. * . ' • ■ 

The patient-care activities that.wgr^ included in the I.O.M.'s 
education cost were restricted *to those involving clinical instruc- 
tion. The, amount of research effort included in the education cost 
was detfermined by judgement ' of a panel of experts in the ^pertinent 

' ' ' 16G. 
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professions. * 

The- most inportant 'item in, the I.O.JvI.^tucfy was the identifica- 
tion'of'the net education expenditure , \^ich is defined as the full 
cost of the education program less revenues assignable to those por- 
tions of research and patient care considered (by I.O.M.) to be essen- 
tial to the education ^or a particular profession. The I.O.M. 's nfet 
education e3q)enditure does not, therefore, represent full resource, 
costs in the ^economic sense; it ^merely represents the unfunded portion 
of the education .costs. " , ' * 

TheT.O.M. findings, based on the 197^1973 academic year (FY 1973), 
showed the cost of education varying ext^ively between the highest- and 
the lowest-cost schools in any given profession. The ratio for phar-. 
-macy was the highest- - 3.6:1. For medicine and dentistry, the ranges 
were 2.7:1 and 2.6:1, respective^ly.* In all cases, the I.O.M. Study 
showed faculty costs to constitute the single lai^gest element in the in- 
structional cost;^ for those professions pertinent to SIIP, the percent- 
ages were.: pharmacy - 301; dentistry - 36^^ and medicine,-* 431.** . 

. / . ^ . 

3. The Association of American Medical Colleges Study : Like the 
,I;O.M. , the A.A.M.C. cost study (limited' to undergraduate medical edu- 
cation) started* from the perspective that the undergraduate medical , 
education process is broadly conposed of elements of instruction, 
clinical activity, and research. In determining educational costs,- the 
A.A.M.C. followed ^n approach similar to I.O.M. 's, except that^the 
A.A.M.C. attenpted to consider the full resource cost of * the^ under- 
graduate (M.D.) medical e'ducatiop program , which is sigi)ificant^y dif- . 
ferent from the net educational expenditures identified by the I.O.M. 
Study. ^ ' ^ . ' 

The A.A.M.C. 's full resource^cost is defined to* include all of the 
goods and services required for the undergraduate medical education ' 
prog:fam, including the components of patient care and of research con- 
.sidered by A.A'.M.C. to be essential^o the schools' educat^Shal p'ro- 

grams. Some of these represent items that are currently contributed* ' 

' „ ^ - 

*These ratios were derived -from data on" p. xiv of Parts J and II (bound \ 
in one volume) of the I.O.M.-Stucfy. 0 , 

'*?These percentages- were derived from, the costs of instruction for 
these respective professions in Parts I and II of the I.O.M. Study, 
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freely (e.g., services o£ volunteer faculty), others are items that are 
generally not paid for (e.g., the extra costs fo hospitals, incurred by 
the presen'ce of students )> while still others are costs that max.be pres.ently 
borne by educational units other than the medical school. 

. ' The A.A.M.C. identified a greater portion of, research cost than 
^ did the I.O.M. as being part -of the cost of the medical' educatiOTL"^ in 
that the A.A.M.C. considered a major involvement in^ research to be a 
necessary ingredient of the medical education program and, therefore; 
an activity that a school would have to fund /along with its .other 
educational' costs, if its research' fimdxng by outside agencies were discon- 
tinued or. reduced. Similarly, a sense of uncertainity about the futurfe 
of arrangements governing health-care payments to hospitals resulted'^in 

A. A.M.-C.'s also including in its educational cost^ a greater portion * 
of patient^care activity than did the I.O.M. \ 

B. Cost Projections for SHP: Presentation- and Discussion 

• This major part of the chapter covers both the operating ex- 
penses and the capital fund requirements for a School of Health Pro-^ 
fessions. Annual operating costs^'are presented for the School at 
full operational (i.e., full-enrollment) level, and also for each 
of its development and start-tp years. ^ , , 

' /dlxost estimates are derived from the SHP educational plan as 
interpreted .through the basic agsunptipns that were included in " 
Section H. The educational program specifications and the cost- 
development metho^logy will be thoroughly explained, but greater 
detail can be fbund^^in ^pendices 16-A ^<J 16-B. All program 
specifications aSiould be regarded* as estimates and as averages^ and 
not as'prescribed "courses of stu3y/' ' * ^ 

Since the School's develq)mentai-and start-ip expenses ,are closely 
related to its full- operational -level operating needs, the develop- 
ment of the fulj operational level costs Vill be considered first. Following 
-a brief introduction; the cost. projections are presented and explained 
in the order shown at the top of the following page. " /" 
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Operating Costs ^ ^ • • ' 

s Full Operational LeveT- ' 

V §1 Development Stage (prior to 
arrival o£- first students') ^ 

§§§ Start -1^ Phase (prior, to . 
fUll student enrollment) 

§§§§ Discission 

Capital Costs - Educational Space 
and Hinding Requirements 



- • • ' . L.' OPERATING costs / . . • • 

The' development -of SFP'-s operating costs followed an approach similar 
to the one used by I:O.M. to estimate average per-student costs in 
several different professions. This approach, part of the Institute 
StuHy's ^*cdnstructed-cost" method, regards the fundamental building block 
in the determination of the education cost to be the specific instructional 
and instruction-rerate'a activities of the faculty,* * ' / ' . 

The application o£ this ^ kind of cost -developnent process to the ^ 
School Qf H€?alth Professions entails first deteimining the SchooVs re- " 
quirements for faculty size . These requirements are derived from an- 
analysis of: * , ^ - ^ * > 

-.Students' instructional needs, which are,^ in tW, 
based upon: (1) the "number o^ students ^hrollelS in 
each' professional program, 'and" (2) the amount of -time . 
each student <:Spends in each of several modes of student/ ' 
instructor ^interaction (referred to as "student ibaming 
- '\-e;q)eriences") » ^ 

and of . ; 

- The amount of faculty involvement in patient- car6 aire 
V .research activity that is essential to the School's > 
^ educational program.* ' ' ^ 

'^.^ y . ; • ^ ' * ^• 

Following this analysis, of faculty requirements,' the next step. - 
in the process\:is to deteimin^* the School 's .requirements for the gl los- 
ing four principal cost items: ^^"^ . . " 

. • Personnel and mteriel support requirements for.facjilty and 
students (e.g. , libraiy, educational resources) ^ 



*The method is e^qjlaine'd beginning on page 169 of Ifart III of wie 
I.O.M. Stucfy report. .p. ^ 

Ibl) 

* . , _ • 
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, OtJi^r 4if^ct ^3pemiq>al needs (e.g., supplies, travel, 
telephone) , ' ' : * . 

• Administratis and general. 5i5)port requirements (e.g., 

clinical resources , minor remodelling) 
/t Indirect fixed cost « item -needs {e.g.', utilities)^ 

The costs .for such student-support items- as housing, health 
care; and recreation have not been projected; it is assumed that 
these activities Will b^ ,operated from student -fees. (Nor has any 
provisiOT been made for the construction' o'f facilities' related to 
these items.) The cost projections also do not include any specific 
line item^ for faculty and student transportation to and froK rural • 
clinical education sites nor for tenporary student housing at those sites.* 

The distinct advantages of the constructed-cost methodology (pre- 
viewed above), and the reasons for its use in this study, should be 
pointed out. The chief merit of the method - vAiich builds costs from . 
*"the ground up" from specifications concerning student/ instructor , inter- 
act ions and the cmponents of the educational program - is that the.v 
cQs^*^^i^ojections it projduces are accurate reflections of a school's in- 
structional program. A secpnd advantage is that the approach requires 
educators to clarify their educational goals and instructional methods 
and requirements much more precisely than is usually done. - 

'Finally, the'method can be utilized not only to -develop conprehen- 
sive, Idng-rdnge cost projections for a new school or program, but dlso 
to axid^clarity to curricular and budgetary evaluation and revision of op- 
erating programs; the method can be used to easily analyze the marginal 
budgetary impact of contoiiplated changes in instruction or curriculum, * 
or to isolate and highlight existing .high-cost areas that might warrant 
further examination. • ■ 

These several applications of the constructed^cost^methlxi make 
it particularly useful to new and developing ^schools, and especially to 
' ones as uhtraditional and experimental as the School of^Health Professions. 

K 

*The. general operating expenses estimate should be adequate to cover 
this kind of faculty and student transportation but not the ten^orary 
student housing ("vMciT, unfortunately", frequently represents 'a sub- 
-.stantial out-of-pocket expense to heal^ professions students in pro- 
grams that include* extensive clinical work at remote si^es.) 
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\ § OPERATING COSTS *RJLL OPERATIONAL • LEVEL • , 

Introduction * 

Projectiois o£ the SHP's total operating expenses axe very 
directly related to its faculty costs:' facultj^ ccwpensation was 
found to be the most iji5)ortant ccn^onent of the cost of instrxxrtion 
in all of the professiqps studied by the I.O.M., and faculty 
activities govern the. requirements for almost all other cost items, 
including secretaries, technicians, ndscellaneous direct e^nses, 
and physical facilities. Therefore, the fundamental unit for the 
development of the School* s operating expenses is the full- time 
equivalent (F.T.EO f acuItJNrequirement • 

Derivation of Faculty F.T.E . 

The constructed-cost method used to develop SHP's, faculty re- 
quirements is based upoa estimates of the following kinds of 
specifications for each of the six professiais:* ' 

• Numbers of enrolled students; 

• Average length of the curri(pulum; " — ' ' . * 

• Kinds and frequency of Various stxldent learning experiences , 
^ assembled into "curriculum schedules'' ; 

• Number of students in a groip for each kind of stiidenr -learning 
•experience, and the number of faculty require4 for each^ kind 

of learning experience; 

• Faculty preparation and evaluation time required for each 
faculty/sLtudent contact hour, for each kind of student learn- - 
ing experience; 



*Most of the program specifications - such as the' ''curriculum schedules" 
or the estimated lengtJis of each of the professiaial curricula have ; 
not been stressed in earlier parts of this report, since they were ' 
developed for the primary purpose of providing precise enough ' 
estimates for developing costs by the particular method that will . 
be explained. In view pf the high degree of flexibility in the SHP 
educational program,, it needs to be^ strongly emphasized that these 
and other kinds of "program specifications" are meant to represent 
estimates and averaged only, and not prescribed (or even necessarily 
typical )pathways mrough the curriculum. • ^ _ 
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• Distributicn o£ overall faculty effort among education * 
' A* (instruction and instruction-related or instructional 

siqjport activities), patient care, (and research, including. 

the maximim instructional effort required per 'full-tine 

equivalent faculty. 

Ihe specifications used fqr SHP are as follows: 
• Enrollment and Average Length, of Curriculum : At full operational 
^^.^^level, the School will contain 360 students distributed as follows: 



Kind of Student 

Primary-Care Physician 

Primary-Care Dentist 
Health Care Goordinapr 

Nurse Practitioner 
Social Worker 
Clinical Pharmacist 



Average 


Average 


Total,. • 
Average Annual 


Enrollment 


Program Length 


per Level 


(in academic weeks) 


Enrollment- 


50 


146 Capprox. 3 acad. 
years) 


150 


30 


146 , " 


90 


60 


48 (approx. 1 acad. 
year) 


tQ 


20 


48 " . 


20 ^ 


■20 


48 " 


' ,20 


20 • 


48 • " } 


20 

* 















(The word "l^vel," rather than "class^ is used in the above 
inset to preserve the notion of SHP* s 'time- variable curricula. For 
the three programs for \diich curricula.r stages -see.Chapter -2- - have 
been outlined, the student enrollment is shown by level instead of 
by Stage, so that cQn5)arisons with more conventional HPE programs 
can be made.) ^ , ' • 

, The full*operational level enrollment projections ar6 based on 
the assumption that the School must be an economical and effective 
unit. The numerical distribution of students among the various pro- 
fessional programs reflects, in part, the. balance required for the 
clinical units,' which ,will form the major portion of the School's - 
clinical education program. 
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For purposes o£ cost projections, the length of the programs ' 
Jfor primary-care medical and dental students has been estimated at . , 
about three full-time academic years containing 146 weeks of. instruc- 
tion (approximately 4b weeks per year),* "Full-time" means 50 hours 
per week in SlIP learning activities ^(discus^ed-tiBlow) . The minimuin 
length for each the me4ical and dental programs /will probably be 132 
full-time weeks. It is assumed that. mo? t students will complete the 
program in sanewhere between 132 and 146' weeks. The amount of time^ 
that .students might collectively spend beyond 146 weeks is assumed to 
be offset by the amount of collective time below 146 weeks, so that 
no additional F.T.E. faculty will be needed for those 'students who 
take longer, than l46 weeks to complete the curriculum.** 

The program length for health care coordinator, nurse practition- 
er, social work; and pharmacy students has been estimated at 48 full- 
time (50 hr./week) weeks. It is estmated that few if any of these 
students will require longer^than 48 weeks to ccnnplete the program an^ 
that some may con5)lete it in less time.** • * 

Student Learning Experiences : To better visualize ^the several 
curricula and to develop basic specifications for use in the deri- 
vation of the School's faculty requirements, a total of fourte^en 
distinctive kinds of learning experiences have been projected for 
students in the various SHP programs. ^Each kind of experience ii^Jlies 
a specific mode of interraction between students and instructors 
• (and, as shown in Appendix 16-A, also irnplies a specific level of 
faculty time required, and, theref ore , * of faculty cost). ^The learn- 
ing experiences, including the very important one of self -learning 



_*For the medical -cui^iculum, the 146 weeks includes 'Stage 5 of the 
curriculum, which is optional (see-Ghapter 2) , but is *ihcluded for 
the generation of financial projections. ^ , ^ - 

**Since faculty will be paid for a 48-week working year, the faculty ^. 
F.T.E. requirements. would nbt be reduced even if - as is unlikely - , 
the average program duration turned out to be significantly below 146 
weeks for ijiedicine and denfe±stry-and/or significantly below 48 weeks 
for 'any of the other -four professions. % 
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iand' stud/ are: 



- Lectures 

^'^ninars and Practicums 

- ,^nijat];l%Groups ^ 

P$.t3!?nt -Care-Related 
'Activities - Clinical 
^ 'Units . 



Inpatient Experience 
Hospital-Based Experience 
Bnergency Room Experience 
Dental Technique Lab. 
Dental School' Clinic E3q)erience 
liesource Consultation 
Advising Consultation 



Self-leamiiigf, and Studying 
(without Eaoilty) 



te'an^l Aetivities : - 
^ a\ Confererlces and -Skills - 
' ' y ^'"/ v' ^Develophent - 
^ ' > Ciiiiicall Units 

A^thtei: Ariliulatory'-Care - * " . ^ 

Expferieuce . " . 

; V ^ ' Pt^cisq dip^initions of each these kinds of learning activities, 
including tii^l^Levant group size, are, provided in Figure 1. 



- £stiin4t^^c^: Cui^^ Schedules : Assumptions have been made con- 
|)(\ ' t^m^ng^^ per week that a student ^11 

. '/ *9ri.end iiv a^cfclsl the above kinds of learning experiences. The result- * 
li, t in® weekJly, '^^^^ schedules" are based on an assunrotion that 

y|k, eath st:ud6fttm^, spend 50 hourS per week in various SHP learning act- 
A kx iylties,: i^^ip^iiicant portion of viiich includes self- learning. Coup- 
i^|XiAg ;the 50 'JiQur^ ' per week* with the previously stated assumptions 
^but!<tJie aVer^g^Qi program lengths for each of the six professional 
^ograms^)fi^^ a^total of 7300 hours per student for the medical and 
(l|i^tai pVpgT^afe;^ hours per student for each of the' ronaining 

!i^C>||r prbgj^ims^j^ care coordinator, nurse practitioner, social work, 
aiid> Qlini;^cjkl pjiarmacy)* . * , * 

'iy\!xhe Ve'^^y Scurr^culum schedules are shown in Tables 1-A through 
l-iF^'l?egi^^ oh page; 153. For the medical, dental, and health care 
coo^i^d^natof sfii(ientsi-,^jiie schedules are differentiated by the curricu- 
lar's.^ages 6xpiad^ri^ Chapter 2. 

>^'i>VV' \ \ ^'"^^^ 

' - F^lty; Work >Year^iA" ^Distribu of Effort: The work* year • 
for a '^^l-tii|ie>facult)^jM^ is considered to be 1920 hours (40 . 
hours tlb^ week 'fbt^48j^fielo5). The distribution, of these 1920 hours 
that is ^cbn^idered appropriate for the School of Health Professions, 
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. FIGURE 1 ' 
KFINITIONS OF STUEENT LEARNING EXPERIENCES FOR SHP 

LECTURES: One instructor inparting information to a large group 
of students (includes grand, rouids) • f * ' 

SONARS AND PRAC^ICL^S: Relgular seminars and practicums, v^idi 
are sessions of stoervised practice of manual skills* and tedi- 
niques - e.g., giving injections, practicin'g interViw skills - 
or science labs; nuirber of students is' about 20'-2S. 

^ SMALL GRpUPS: Greater student/faculty interaction thaji in seminars 
'(average iize gfbup' about is students for one. faculty mecber)* 

PATIENT CARE-BELATED ACTIVITIES - aiNICAL UNITS: QJnsists of 
student observation of gare-deliver)'' by faculty (including by ' . . 
consulting specialists) and o| supervised care-delivery by 
students; nunber of students per group is 6 for medical and > 
dentaT;^ Students and 8 for others (based upon instructional 
conponent only of joint patient- care/ teaching activity) j^^* 

TEAM ACTIiVITIESi CONFERENCES AMD SKILLS- EEVELOPNENT - aiNICAL UNITS: 
Includes inter- and intraprofessional student team conferences 
for discussion of specific patient cases and for development of 
generalized interprofessional teams skills; nuirber of 'students per 
grpip is 6. * . ' 

OTHER AMByLATOror-CARE EXPERIENCE: Students* Observation of care- r 
deliverv' of their supervised delivery of care in ajibulatory settings 
ether tiian the SHP Clinical- Units; same*groip size as for the 
patient care-related activities in the clinical units. 

INPATIENT EXPERIENCE:. Consists of traditional ward clerkships and 
related activities^ ^ 

.HOSPITAL- BASED EXPER1E>»k:e : Consists of observation and some 
practice participation in various adminis trative-' systems/ for ^the 
primary purpose jof acquiring familiarity with the relationship 
between* inpatient and QUpatient care. ' ^ \ 

E>ERGENCy ROOM^ EXPERIENCE:^ - Consists. of obsetvation of,, and practice 
in, patient screening and patient flow, 'for purjSoses of strrtigthcning 
triage skills/. - ' . " * 

DENTAL TECHNIQUE LAB: Same kinds. of learning experiences as in - 
typical dental school technique lab, , 

DENTW., SCHOOL CLINIC EXPERIENCE: Supervised deliveiy of care by 
students in a dental sdiool clinic (as distinct from the SHP 
'clinical' units). ' _ ' ' ' , - 

RESOURCE O^^ULTATION: Interaction between student and faculty 
menber^* (average of 2 students \ath one faculty insirber^ to deal ^ 
with "content** in biomedical sciences, behayioral sciences, and * 
clinical sciences, and wi^ other kinds of content appropriate to 
the studerit professional category concerned; occurs v^'thin and 
outside of the' clinical units, 

ADVISING OO.VStJLTATia\:. One-to-one interaction between student and , 
primary- care clini'cian Adviser faculty concdmlng. the "con'tent*' of , 
primary- care *deliveiy and the student's edycational proceas'^and 
pro^ss (ei.^.\ evaluation, goal ^setting, remedial work) ; occurs' 
•within and outside of the- clinical units. 

SELF-LEARNING AND STUDYING (WITHOUT FACULTY): The time the. student 
spends in reading, working with various. self- instructiohal 
tnafer;ials, perfoiming selfievaluafions, etc* This is 'the only kind 
of .Je&niing experience not*ipi^5rtinent to the confutation of faculty 
instructi<mal requirements (and to the faculty FTE derived therefrom) 

1£1 ' 



and that was used for cost projections, is: ^ ^ 

Student Contact and Instructional" • . " 

Preparation and Evaluation (includliig ' 551 (1,056 'hours 
• '^in clinical settings) ' ' , ■• Per year) 

Curriculum Development ' 51 

i * ♦ * * , * " 

Administration and Coninittees , 101 , ' 

Research and/or ^Patient Care 



100^^ 

Hoinrs in excess- of 40 per week', which; would be spent in research,' 
patient care, and professional developniBnt, are ^beyond the definition 
of a fujl-time faculty member's time commitment to SHP. 

The Student Contact and Instructional Preparation/Evaluation 
time constitutes the instructional program; th^t, plus the additional 
total 15%-effort devoted to curriculum development and to administra- 
tion and committees constitutes the 701 of overall ^faculty effort that 
is directly related to the School's educational program (and that 
portion ofl3ie* faculty's compensation that is borne by the School). . 

The 30^ -effort in research aid/or patient care is the amount 
considered to be appropriate for the faculty's maintenance of .pro- 
fessional competence. As indicated in preceding ^sections of this, re- 
port^ the research conducted ,in Stff will include research in education 
and^in methods of care -delivery, and in clinical ''and behavioral 
sciences, as well as biomedic^^Tesearch. . ^ * 

The faculty effort distribution ^used for SHP Is similar to that 
used in the I .CM. 's constructed-cost model for medical arid dental 
schools (I.O.M., Pt. Ill, 1974, p. 172), but the SHP distribution 
include? somevtfiat higher percentages for student instruction. 

- Detemination of Faculty Requirements ; The following brief 



*This distribution of faculty time is an average across all 
individuals and all professions. 
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TABLES 1-A "IHRDUGH 1-F: 
Explanatory No'te 



Tables 1-A through 1-F, on the following pages, show the esti- 
mated number o£ student hours per week in the various kinds of learn- 
ing experiences that were, defined in Figure 1. 

• in actual fact,, the nuirber of hours in each type of ejqperience will 
fluctuate from week to week; whfit the tables show are averages over the 
estimated duration of an entire curricular stage (in the case of the 
medical, dental, and healthy care coordinator curricula - Tables 1-A 
.through 1-F), or over the estimated duration of the entire curricular 
program (in the case "of the remaining, four professional categories - 
Tables 1-D through 1-F). Thus, with 'reference to medical students, the 
1.8 hours per^eek that are depicted in Table 1-A as being spent in 
patient care- related activities (which amounts to 14.4 hours for the 
estimated 8-we'ek duration of Stage l) could be distributed as follows: 
3 hours in one week, 2 hours in another week, and 5 hours in a third 
week, with the remaining 4.4,hours spread over the remaining 5 weeks of 
the Stage. 

It should be reen^hasized that both the nunfcer of weeks per 
pr6fessional program (or per curricular Stage) and the distribution of ' 
student hours among the various kinds of learning experiences are 
estimates and averages' to begin with. Given the flexibility of the 
SHP curriculum, the actual amounts of time spent in given learning 
activities and the total ampunt of time spent in completing the SHP 
program will differ from student to student, with varying degrees of 
resemblance to the estimated schedules depicted in Tables' 1-A through I-F. 

# < 

/ • . 
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TAgL^ 1-A . . ^ 

CURRICULUM SCHEDULE FOR PRIMARYrCARE MEDrCAL STUDENTS^ . 



- 


TYPE OF \ 




AVERAGE STUDENT HOURS 


PER WEEK 






LEARNING EXPERIENCE 


Stage 1 
(8 weeks) 


Stage 2 
(52 weeks) 


Stage 3 
.(23 weeks) 


ouage fi 
(53 weeks) 


Stagq 5 
• tlO weeks) 
(optional) 




Lectures 


3 


3 


• 


2 






. Seminars & practicums 


3.2 


' 3 

• 




3 ^ 






Small groups 


4.8 






2 






Patient care-related 

activities - clinical units 


1.8 


3.6 


12 ^ 


16.8 


6 




Tean activities (cooferences 
and sKills-developnent) - 
clinica.1 units 




1.5 . 


5 


7 


2,5 j 




Other ambulatory- care 
exoerience 


3 


2 


* 




10 




Inpatient experience 


3 


3 


. 10 




10 




Resource . coijsultation • \ 


.9 


1.1 


*1.5 


1..7 


> 1 




Advising consultation 


1 A 




I 


1 


1 




Self-learning ^ studying 
(without faculty) 


28^ 5 


29.8 

V 


' 20.5 


13.5 


19.5 




TOTAL HOURS -PER WEEK 


Iso.o* 


50.0 


50.i) 


50.0 

4 


50.0 






1 




* 
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ESTIMATE 




TABLE 1 -B 

CULUM SCHEDULE FOR PRIMARY-CARE UENTAL STUDENTS 



\ 

AVERAGE STUDENT HOURS PER JTEEK 


Stage 1 
(6 weeks) 


Stage 2 ^ 
(46 weeks) * 


Stage 3 ^ 
•(39 weeks) 

r 


. stage 4 
(53 fteeks) 


3 ' 
' 6 


4 

3.2 


3 
4 


- 2 ■ 

\ 

1.2 ' 


9 




2 




>3 


4.8' 

n/ 


^ s 


21 



TYRE OF 



LEARNING EXPERIENCE 



\ 



1 



Lectures 

Seminars ^& practicums . 
Small groups 

Patient, care-related 

activities - clinical units 

Team activities (conferences 
and ski lls-developnent) - 
clinical units . • 

Othe^r arrJ^ulatory-care 
experience 

Dental ^school clinic 
experience 

Dental technique lab. 

Resource consultation 

Advising consultation 

Self-learni.ng & s^t:udying> 
^ (without 'faculty) 



1.2 



V : 



TpTAL HOURS PER WEEK 



1 
1 

25.8 



20 



1 



50.0 



10 



50.0' 



20 

, 1 
1 

19 



50.0 



8.7 



13.3' 



50.0 



/ 



1^ ' . 



•TABLE 1-C 

P 

ESTIMATED CURRICULOm SCHEDULE FOR HEALTH CARE CQORDINATOR STUDENTS 



«r^— 


4. AVERAGE STUDjjHT HOURS PER WEEK 


\ TYPE OF 


















* 


Stag/ L ^ 
(2 weeks) 


Stage 2 
.(14 weeks) 


Stage 3 
(10 weeks) 


Stage 4* 
(22 weeks) . 


liGctures . - 


28 


' . 10. 


-2 


5 


Seminars & practiciims 


6 


6 . 


4.8 


5 


Patient care-related 

activities - cMnical units 


.6 


»* * 
4.8 > 


12t 


\ 

11.2 


Team activities (conferences 
'aqd skills-development) - * 
clinical units 


' .2' 


> 


• 

5 


5.5 


Emergency room 'experience 


> 1 . 




3 


• 3 


. Hospital-b'ased experience 


1' 


4 


3 


3 . 


Resource consultatxor\ 


.3 


.7 


.8 


.7 


' Advising consultation 






.5 


-.5 * 


' Self "learning & studying 
(without faculty) 










12.4 


19 




16.1 


t6tal hours per week 


5cr.o 


50.0 


50.0 - 


50.0 






1 







TABLf 1-D- * 

e S T! KA 7 EJ CUR RI CULUW SCHE D UL E F O R HURS E P R AC T t T I0 f < g R-WDef<T5 





* 




TYPE OP 'LEAWJIMG EXPERIENCE 


AVERAGE 
STUDENT HOURS 
PER WEEK 

* 








Lectures 


4 






• 


Scninars C practlctms 

Patient care-related act;ivitie» - clinical 


units 13 






• 


Tean activities (conferences and skills- 
dcvclopoent) - clinical*units 


/ ' • 

4.5 


* 




• 


Other anbulatory-care experience * * 
Resource consultation 


2 

1.6 








Advising consultation 


.5 




/ 




Self-learning 'fi studying (without faculty) 


20.4 








TOTAL HOURS PER WEEK 


^ 50.0 



TABLE 1 -E 

ESTIMATED CURRICULUM SCHEDULE FOR SOCIAL WORK STUDENTS 





♦ 




J 

TVPE or LEAS^JIKG Ei?ERIENCE 


\ • 


AVERf^CE 
STUDENT HOURS 
PER WEEK 


f 






L«tcturcs J « 
. Seminars c practicuns 




3 
5 


* 






Patient care-rclated activities - clinical 

Team activities (conferences and skills- 
dcvelopcnent) - clinical units 


units 


10.8 
4^.5 








% 

Other ambulatory-care experience 
Resource consultation 




6 
1 








Advising consultation ' 
Sclf-lcarniffig^fi studying (without faculty) 




* .5 
' M.2 








TOTAL HOURS PER WEEK ^ 




50.0 















. , , TABLE 1 ~F ' 

ESTIMATED CU^RICULUT'I SCHEDULE FOR CLINICAL PHAfJMACISt STUDENfS 




TYP^ or LEARNIMC EXPERIENCE 




AVERAGE - 
STUDENT HOURS 
PER week' 



PaticAt care-related activities - clinical units 19.2 

Tcaia activities (conferences and sJcills- 

Iseveloptnent) - clinical uiM.ts ^ ^5. 

* « 

Resource^consultation • , 1.7 

Ac^visi'hg consultation /V • 

Self-learning 6* studying (without faculty) 23.8 



TOTAL HOURS PER VE5K 



50.0 
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explanation o£ the usual way o£ detennining faculty requiraiients 
for university-level ins.truction is included to highlight the very 
different method used* in tJiis study. Faculty fequireraents are 
ordinarily developed from a series of' fomulae based lipon student 
credit hours (minber of students multiplied^by credit houts for 
each course) p6r faculty rtonber, with an allowance made for the course 
J.evel (freshmen through graduate^. . Additional allow^ces may be 
made for so-called high-cost areas (e.g., biology and engineering). 
Included in the foimila requiranents is an allowance for the mainten- 
ance of professional competence, including soa\e research. 

Though they have come to be generally accepted in uiiiversities 
throughout the cpuntry, su&i formula computations have specific limi- 
tations, arising pr^iraarily Aon the variation among acadanic disci- . 
plines. They have major limitatio>is with respect to health pro- 
fessions schools (principally because of the clinical component of 
instruction) , they have not been applied (except partially in one 
or two cases) to medical and dehtal schools nor to many other health 
professions scfhools. Credit-hour based cost computations are, in 
any event, inapplicable to SHP, viaich has no xourses or predetemineii 
curriculum per s£. * ^ 

A major variable in tlie cost projections for HPE lies in th^ 
clinical area of instruction, vAiere the size of the instructional 
group varies widely, as between review of patient diagnosis (with 
one student per faculty member) to grand rounds (with fifty students) . 
.Furthermore, in pliiical instruction, the faculty member is both 
teaching and providing patient care at the same time. An additional* 
complexity in deteimining HPE faculty requiranents is the existence 
of a wide variation among clinical settings - between, for example, 
an outpatient in a clinic, and .a^ hospitalized patient in an intensive- 
c^re unit. , * , 

SHP' s 'faculty instructional r^guiranents have been developed by 
applying a set of assumptions about faculty preparation/evalkaticn 
time for.^ach kind of learajij&g ^erience to the curriculun 'schedules 
for each profession. The ?esulls Were then further factored by the 
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-4iia5di3raiC3^^ that could i^e-^tau^t^rby-oBe^ fac^^ 



ber for that particular learning experience (.tiie ' "group size" J. • . i 

Thfe hiethods and results of translating the avera;ge* weeTdy girricu- 
lar schedules for individual students (shown in Tables 1-A through* 1-F of 
this chapter) . into the total annual student hours for the School, and ' 
from there, into* the School's total annual faculty instructional hour 
recjuirements , are "presented in full detail; in Appendix 16-A, Tables. ' 
3 and 1, respectively; The assumptions about groiq) size and faculty 
preparation/evaluation time for each .of the student leai^ning activities, 

* by profession, are included in Table T-in ^^endix 16-A. , 

Table 2 in Appendix i6-A shows the conversion of faculty instruc- 
tional hours into the School^ s faculty F.T.E > requirements, The^ 
conversion is done by equa.ting one F.T.E. with every 1056 hours 'of re- 
quired instruction (viiich is the 55% of the tctal'^igZO hours per - 

, -year that is assumed to be devoted to instructional activities)* 

- Faculty Numbers ; The total annual faculty F.T*E. reqiiiranents 
generated by; this procedure is ,110.9 F^T.E., broken-down by program, 
, as follows: i . , 

Program F.T.E. Faculty 

Medical * \ 48.9. 
Dental- '. ' 31.5 " 

. . ^ , Health Care Coordinator 13.8 - 

Nurse Practitioner 5.7 ^ . 

Social Work '5.6 ^ 

Cli«iical Phaimacy * 5.4' " 



110.9 F.t.E. ^ ^ ^ 

. * ' Since the le;aming experiences and student -hour distributions 
^ were foimulated separately for each^f the six professional curricula, 
.the Method used to determine the faculty F.T.E. makes it' appear as . 
though all teaching in a given curriculum is 'done by faculty of that 
respective profession,* 'and that all student learning groups are intra- 
, professional. The approach being used for deriving SHP's faculty F.T.E. 
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feqiiirements could de easily adapted to mcoiporate specific assun5)tions 
concerning the amount o£ interp rofessional education (and, also, to in- 
corporate differentiations between such instructional categories as clin- 
ical and basic science) , but it, was thought that such Specificity would 
be of questionable accuracy, ^Furthermore; as explained in the footnote*, 
it appears that this additional kind of specificity would/not materially 
affect the faculty requirements and costs that have been developed for 
•this report. • * 

The acrtual faculty will be comprised of individua.ls with both full- 
and part-time coninitments to SHP, but n9 specific breakdown between £ull- 
and pdrt-time faculty. members has been made. There are a number of effects 
- maj^y very subtle - upon co^ts that could be expected from a variation* 
in the ratio of ►full- to part-tim^ faculty members r but most would be 
fairly minor, and it was thought to be premature and arbitrary at this . 
point to make a definite'»assumption about thi% ratio. 

For most of the cost projections in this chapteV, all ^ac^^ have 
been considered to be fUll time (i.e:,^ equa], to the F.T.E.)j^n^ji5 sump- 
tion that should not significantly affect the accuracy of cost projections. 
/ ' - ' .\ \ . \ 

*Many of the kinds of student learning experiences outliried^above are hot* 
only able to be interprofessional activities, but, in fact, are intended ; 
to be so most of the time (especially for example, various -clinical learn-, 
ing experiences) . , , ' * 

' Since: (1) the definitions of each learning experience and of their - 
• respective, estimated faculty preparation times are constant across th^ 
six'Sff curricula, (2) the maximum group sizes (student/faeulty'ratios) 
for the given learning experiences arje frequently the same (or nearly so) 
from profession to profession^ and (3) the. faculty ccim)osition and ^erage 
salaries use^ in^the co§t projections (as described ^ater ip the text) 
intentionally ^allow , for interprofessional education (e.g., the^assiimp- . 
tion that salaiy for nurse practitidner^pjogram faculty i^ on' the high^ 
side to* 6over for some of the insmiction of nurse practitioners being* 
given by Ph'.D. basic scientists and/or j^iD. 's), the "inte^Vofessio^ial-^ " 
ization'*, of the six curricula 'should not altpp the costs projette^ by this 
study in any substantial yay, - • • • - * 

It will be potentially cost-reducing in those cases where' the part- 
ibiiar learning activity can absorb large nunBers of* students and vihere 
the maximum group size is jiot reached by studei^fe^from onq profession alorfe^ 
-.lectures are'godii examples -(assuming, of couK., that the activity is ^ 
appropriate fox studenj;s of more than dne profe^on). However, such ait- 
.uations will be relatively rare in SHP, in light of the School's em^jhasis, 
on slkll g/roup and individual . learning epcperiences . 



A very rough estimate, based on the School's educational plan and del- 
ineation of faculty roles (see Chapter 3)^ is that no more than one- third 
of the total faculty effort would be undertaken by faculty meribers em- 
ployed on a less than full-time -basis. As stated previously, individuals 
with many of the required resource skills, such as membrane physiologists, 
gastroenterologists, and orthodontists, are assumed to be available in 
the geographic area around the health center at v^ich SiP is located, and 
therefore, would be available on a part-time basis. 

No separate iton for consultants appears in the full -level operating 
budget. However, it is probable that a small portion of the cost amounts^ 
projected for faculty would be used instead to hire consultants. 

- Faculty Salaries : The average estimated faculty salaries have been 
categorized by professional program rather than by faculty members' res- 
pective backgrounds "(such as, Ph.D. - basic scientist, nurse practition- 
er, M.D. - clinician, etc.). . / 

Where applicable, salaries are based on the FY 1973 facad.yr. 1972-73) 
salaries in the I.O.M. Study, increased by at least S^' to adjust to a 
FY 1974 base, and, in some cases, further increased to allow for the non- 
standard specialty mix of the^ faculty for a given program (e'#g. , the 
fact that some of the teaching of social work students will be done by 
M.D. 's). 

The salaries used for the cost projections (maintained at 1974-dollar 
levels for all yea);$) are: • ^ 



Program 
Medical 
. Dental 

Health Care Coordin- 
ator 

Nurse Practitioner 
Social Work 
Pharmacy \, 



Average Salaries|C1974-level) 

$28,000 (I.O.M., FY 1973= 25,900) 

25,000 (I.O.M., FY 1973= 21,967) 

16,000 

18,006 ^ • 

18,000 * • 

^ 20,000 (I.O.M., FY 1<J'73= 16,500) 
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Mthou^-^e faculty in the School -mil not-, ^explained above, strictly 
follow these groiroings (e.g., it will include biomedical and behavioral 
scientists and educational design specialists.^ well), the formulation 
of average salaries has made a^owance for this fact. 

- Salary Costs: The total annual salary cost at fiill operational 
level is $2,688,900 (of which only 701 is assumed to.be'bome by the 
School budget). The costs are broken down by program, as follows: 



Prograjp 


Average 


Faculty 


total Annual 


Salary 


F.T.E> 


Salary Cost 


Medical j 


28,000 


48.9 


1,369,200 


Dental / 


25,000 


., 3i:5 


787,500 . 


Health Care 








Coordinator 


16,000 


' 13. "8 


220,800 


Nurse Practitioner 


18,000 


5.V 


102,600 


Social Work 


18,000 


5.6 


ioa,ooo 


Phaimacy 


'20,000 


5.4 


, 108,000 




TOTALS ■ 


110.9 


2,688,900 


The Annual Operating 


Budget - 


^Faculttf and Other Costs 



, The following explanation , of the derivation of the SiP [operating 
costs is keyed to Hie full -operational level annual budget presented 
in Table 2. The personnel items in Table 2 have been assigned to either 
the educational budget or to the research and patient -care budget * 
(assumed to be self-supporting), according to criteria explained below. 
•Die educational budget is the one that the School' it^lf mus€ support. 
The educational budget, at full operational level, is $4,638,342 per year. 

Direct Cost Items : The direct cost ifons, approximating-'$3,600.,000 
per year are as follows: . . .! * 

Personnel - Total annual educational budget cost ="$2,613,199. 

t> Faculty : Total annual educational, budget cost =$1,882,230 , 
, ' v/hich is 70% of the total direct (i.e., excluding fringe bene- 
fits) faculty salaries of $2,688,900. * • ' 



♦ ■ ■ I. . I II, I 

*As shown under the "Total Doll^ars" colurfm of Table 2, The total of 
$2,688,900, renders an average faculty salary of $24,246. 
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TABLE. 2 

- ANNUAL OPERATING EXPENSES 

I-ULL- LEVEL OP ERATION 
, ■ (1974 do£Ws) 



•EXPENSE CATEGORY 



EDUCATIONAL (SHP) 
BUDGF.T 



% Of 

Total Cost 



RESEARCH fi PATIENT-CARE 
BUDGET 



% Of 

ToUl. Cost 



Dollars 



TOTAL 



DOLLARS 



ilO.9 PTE^^ 



65 
37 



FTE" 



DIRECT EXPENSES 

PERSONNEL 
Salaries 
\Faculty 

•Clerical Staff 9 $8,800 
Technicians 9 $10,000 

Subtotal Salaries 

Fringe Benefits ($ 14.5% of Salaries) 
Subtotal Personnel 

SUPPLIES £ EXPENSES (0 7% of Educational- 
Budget Salaries) 

CENTWaiZED SUPPORT ACTIVITIES 
(Per^omvei fi Materials) 

* Ijbrar/ f 

■ Eoucational fesojorces 

, School /idninistratipn 

1 

SuStotalr Centralized Support Activities 
SUBTOTAL DIRECT EXPENSES , — • 

GENERAL OVERHEAD^ (-3 15% of Direct Expenses) 
CLINICAL RESOURCE COSTS " 
30TAL COSTS {Educational' Budget) 



70% 
57% 
20% 



1,882,230 } 
326,04*0 
74,000 ^ 

2,282,270 ' 

330,929 
2,613,199 

159,759 

103,000 
37^,600 
350,000, 

825,600 



3,598,558 
* 539,784 
500,000 



4,638,342 



30% 

43% ^ 
80% 



806,670 
245,960 
296,000 

1,348,630 
195,^52 
;L, 544, 182 

> N/A^ 



N/A 

N/A 
N/A 
N/A 



2.688,900*^ 
^572, 000 
370,000 



3,630,900 
526,900 



4,157,381 

k/a 



N/A 
N/A- 
N/A 
N/A' 



I^wK^!:.^i""^"^ "'^^^ mL"^' ^''^^ ^"^^ enrollment.* which is proj^ted to be r^^achcd In thVschool's 
»ixLh,year of operation {1302 for a School ioplemcntcd at UOP/PMC) . <, . 

Frow page , . ^ » * 

N/A « not calculated because not applicable at- this tiraeoroet c»ical4tc«i. 
^'includes maintenance, utilities, apace, purchasing costs, and central university administration. 
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The edu(J:|;^o^ i^acullty^'^ScLli^ry cost (this time including 
14.5% fi-d^evi^p^ approxinately 52% of 

the tot^|. primal . ed^^ budget exclusive of 



the clittic'^ ^esou^^ ||^'' 



Clerical :? vfotal ajinujl jeducational" budget direct s^l^ry 
cost' ^i . d jf, ^clusiAT^ ttf^' fri^e benefits) $ 326 ,^40 . 
A total oi'^i^i H,T;£, 57% allocated to th^ 

educational' budj^et ^Ron t^e assuned need for one clerical 

. F.T.E. for^very 5 ;^dilty F.'T^Ei^ for education) and 43%, . . 
•allojcat^d t6 'tiie'Ves^aBch^ budget (based 

upqi one cldrxcai'^F.T.E; ^fc^'^'^vei^ 4*.faculty f.T.E. for . 
research and ,Datiept Icarel. Th^; ;?^laTy cost distributipn 
follows thQtF.T.E.^p|stribution^^ ^The estimated average 
salary is $$;8(jQ.: ,i ^ ' . 1 ' " ' . ^ ' 

. Technicians ; total , annual ^<pktional- budget direc^ sa^a^ 
, cost (excluding. fringe benefits) $74,000. 
' A total of 37 F^.T;.E. (baseji uJ)on one technician F.T.E. to 
every 3 ^faculty FJ.E.): ts (Rrbj elated, with* 20% of the F.T,E. 
effott and kalary'Cost alloc^te^^^td the educational budget ^* 
' ■ and 80% -to tfli research butiget^., ijliere may also ^e additional 
^technician? • nppe 6:^,l^^ose tistie^l^ involved with the Schools 's 
educational' program, liici ate JFunded totally from research and/or 



patient ckfe). /The estimated'/avprage salary is $10,000 



$330,929, 
budget ' 



• Fringe S^efitsr : Total araiua^z-^ucational budget cost 
calcui^te^. at ^n'^erage of '|J(.5% of the educational- 1 
;^ pottic^ of ^thp tbt^i'of the^d^ect salaiy cost fox faculty, 
1 clerical, ^d^ technician personnel . 

^uppiie^ and' Senses -^otai ,;^!^^ educational budget cost = 



$159,759^ 



*THe e^tijnated, cl^ical Teso}^rqii$/t6st is just under 10% of the Schools 's 
annual) operatihg^^/^fpsts. - X'^'O/ ^ 



J/ 
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' iRis covers 'such. Items as travel, postage, telephone, etc.. 
Hie cost is , estimated at 7% of the educational-budget portion of the 
direct salary cost Ci;e.,'7M^ $2,282,270) , 

Centralized Support Activities - Total annual educational budget 
cost = $825,600.*. This consists of .three major expenditure ' 
subcategories, each of which includes both personnel, and materials: 

» ^ * c ' _ 

• Library : Annual estiinated cost = $103,000, vdiich repre^- , - 
ents only the incremental co^t incurred by an, existing lib-' 
rary for SHP needs. ' The estimate is consistent' with th^ 
I.Q.M. study estimate of $418,000 total cost; including 
space charges, for a medical library for a Scho6l with 100 
^ students in each class. (I.O.M., Pt. IIT/ 1974, p.*222). 

, • Educational Resources : Annual estimate = $372,600, com- 
, prised of* $171,750 persoiiiel ^ost, $163, 350^f or 'computer 
costs, and $37,500 for pther direct operating' expenses.**' ' ^ 



*During its full operational level, the School's various centralized 
siq)p6rt activities will probably receive additional support to that 
shown in Table 2 from overhead costs assigned to researdi and fi^om the 
resident educatioi^ budget. ' 

\ ' ■ ' ■ 

resource estimate was calculated as follows: 



A*Tlie educational 
Persojmel: 



5 professionals @ $20,000 $100,000 
5 support personnel @' $10,000 50,000 
fringe benefits (14.51) ' 21,750. 



$171,750 



Computer: ■ • ' - . • • 

Lease @ $5,000/year $ 60,000 ^ 

Student-Use Time - 105,550- 

- ' 165,550 

Other Direct Operating Expenses: , 

(25% of direct salaries) • • ' $ 57,500 
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57,500 
$572,600 



^a^-£ttCTfn a)f Kri^ts^^ -e#=^^nputep-aitivit^^^ 

the acquisition. of various audio-visual and other self-. * 
instructional materials to meet the School*' s special re-r 
quirements m these areas.* 

• School Administration :' Annual estimate = $350^000. This 
. ' item covers the personnel and expenses associated w^th the 
offices. of the chief administrative officer and of student 
services. (Central activities, such as purchasing are in- 
' eluded within the general * overhead provision).. , < 

General- Overhead - ^neral overhead covers such items as main- 
tenance, utilities, space, purchasing costs, and central university' 
administration. The overhead is calculated at 15?; of the direct ed- 
ucational budget costs of $3,598,558, and amounts to $539,784, aimually. 

Clinical Resource Cost - The clinical resource cost, estimated at 
$500,000 per year is an allowance to affiliated in- and outpatient 
clinical education facilities, (incltiding, possibly to the patient- , * 
pare services of -the' School's own clinical units)^ to cover the ^ 
additional patifent-care expenses these facilities, incur becaiise of the . 
presence of SHP students (e.g., extra supplies and/or support per- . ^ 
sonnel). Trad5vtionally,^medicar^ and nursing school have not had to 
pay^his cost, but a figure has been included to be conseirative. (This 
figure should not be misconstrued as the projected cost of patient- ' 
care at these sites, a figure that is far greater and assumed to be 
supported from the respectiVe*pat,ieht-care institutions' income for 
services.)* - 

*The $500,000 annual cost is based on the assumption that the School 
will be able to both build and operate its own clinical units accord- 
ing to the timetable presented in Chapter 11. If this is not the >case, 
the School' will probably incur a larger clinical resources expense • 
•than that shown, but will, Ojf course,' experience a reduction in its 
capital budget, lf^ the School is able to operate its own units but 
unable ^to build its own facilities,, it Vill incur rental -expense hj- 
yond those provided for in the current cost projections.' 
t * 

190, , • 

'166 ', ' ' , - . 



. It is assumed that in the dental school clinic,' the^cost of the 
additional dental assistants required to work with *SHP's dental stud- - 
ents will 6e offset by the patient fees collected by the clinic. 

The, operating budget has not been, allocated among each of the six 

professional programs. However, the cost by program could be equated 

* <} ' ' ^ 

roughly with the program- by-program allocation^df the direct faculty 
costs. That allocation has been developed, and was. shown earlier 
under the subheading of "Salary Costs." It should be cautioned* - 
' that this kind of estimation loses its validity if any one or more 
of the' six professional programs is 'Vit^drawn,*' because the total 
educational' cost of the rfemaiiling programs would not drop in precise 
,proportion to the decrease in the enrollment. The specific 'effect on 
the total budget would depend upon the particular program and the num- 
ber of students deleted.-, * * . ; 

\ ' |§ '^OPERATiNG^ cosrsV DEVEIXDPI^prr STAGE 




, Introduction ... " . , ^ • ' / 

' * . ^ • * . • * . 

As explained jji* the preceding chapter, the Development Stage be- 
gins, as soon as a" university commits itsplf to iirq[)l€ffnentii^ SehjOoi;-; 
of Health Professions. This* commitment will have been base'd upon a, 
cpnclUsion that the School is. educationally and financially' feasible,- 
^and professionally acceptable., Jt would understandably be preliminary, 
insofar as all such major ^undertakings- are subject to mid-stream can- 
cellation or cutba<!!ks caused by imforseen or altered" jdrcumstances. * 
^ The major activities and goals of the Development Stage were 
delineated in Chapter 11.^, To Summarize, the Stage is-'projected to^ *\ ' 
last 2-1/2 years. Those, of its apt:ivities with the- most ditect and' 
obvious financial irrplieatidrisr are as follow^: . , ^ 

• Short and -Itog- range funding will be sought, ^d 'financi^l . 
plans will be developed for' the' School and its clinical - 
units: . . ' . * 0 ' ^ . . . ^ 



. # The faculty will -be recruited' and gradually tToa^fon 
board; i 

• A major portion of tne detailed' curriculum (tf^e modules 
and related evaluation and' self-instructional materials) 

, and the canmunicat ions and student- support systems will 

be developed* (Curriculum development for ^those ' / 
programs scheduled, to open the second aad third year 

of the School's operation will continue into the Start-Up 
period.)* \ \ 

• The identification and initial operation of clinical 'units 
and affiliated clinic resources will begin fsee the time- 
table in Figure -2, Chapter dl) ; ' ' - . 

^ The student admissions system will be designed afid put into ' 
operation; and ^ ' . 

• A number of developmental projects cpncemed with testing, 
/ refining, and demonstration of various aspfects of SHP's ed-^ 

uCational and care-delivery programs (both within and out- 
ride of the^clinical unit^) will be .conducled,. ' ' . . 



^Faculty hired^ during the latter part of^the Development S;tage,wiy. each 
spend about two months in the faculty- orientation program described 
•iij Ciiapte'r 3% Participation in developing *the curriculurp modules - ' 
in the pqurse ef which they will become familiar with the philosopHy . 
and workings of the ^HP- programs -.constitutes a significant portion ^ 

new faculty members ' training. This means that pnly a minor por- 
tion afthi§ 'School's' training program represents a Vloss" in terms 'of -* 
productivity to 'the 'SdiQol. The principal source of any '^unusual'* 
.cost? cpnn^cte<{ with faculiy training stcnr^^ instead, from the time- ; 
commi 6£. the^ e'duca:tional specialist faculty, to improving the teach- 

, . ing' ability* of new (as; well as Continuing) faculty, and*fr43m a rela- 
'tively extensive re.cruitinent program .(whifh may include not prily inter- 
views of ekeh 0^ of Health Professions itself, • 

; b.ut aiScO^ travel by one or mdre^SiP personnel to the candidate's current- 
TS/ork location*^ ' However, live predominant amount of either one- or two- 
way travel related .to -r^j^ruitment will involve the primary-care provider 
faculty only; most *Pf' tJie required resource faculty are' assumed to be. 

•;Mfeady available locally.) ' . - ^ 



"To adequately manage these major undertakings within 2-1/2 years 
p'resupposes that at least as much advance conceptualizing and planning 

has already taken place as that represented in this present study. If 

.J —■ « 

one started out with less matured ideas and/or less consensus as to 

die Sdiool's majo r goa ls and design, a conside r a bly^ longer lime wxiid 

b e r e q ai^d^-— ^turall y, - qni^^ this consideration, the 

School's scheduled opening could be delayed by any number of other 
financial or political factors.) ^ 

Assuning a 2-1/2 year Development Stage, the first six months will 
be devoted almost entirely to (1) raising funds for the various 
developmental projects and to (2) identifying funding sources and 
/Securing pledges for longer- texm financial support, 

A total of 5 F.T.E. faculty - who would carry out some of the 
administrative as well as the educational work - plus one key adminis- 
trator are projected for this initial six-month developmental period 
(which, on a UOP/PMC- implementation tijne table would run from January 
through June, 1975). At the conclusion of, the six months, the major 
emphasis will shift to full-scale faculty-recruitment, curriculum 
development and clinical unit development (as explained in Chapter 11); 
this will b^ the appropriate time to make certain that representatives 
of all of ^ e professiofis for which the School is being planned, are 
added t^W^core faculty.* 

As is true in the case of the School at full operatiohal-^yel, i' 
^e costs for the Development Stage are influenced primarily ,^by the. 
faculty requirements. For each development year, the 'faculty salary' 
cost will be the single largest expense itan, and most of fhi^ 9*her \ 
cost items (0.g., supplies and expenses). "are either directly or in- 
directly dependent upon faculty F.T.E. ' ' . .:. ' 



*See the Afterward to this report for a coranentary from the SHP' planning 
staff on the desirability of ensuring that the plarlning gtpup - and hy 
logical extension - the Development Stage faculty and staff be mlti^ 
professional. * ' . * 



■ Faculty Needs • 

f 



Introduction: Table 3 itanizes the faculty F-T.F- and number estiJnated 
ioT eadi of the years of the Development Stage ♦ The projections are 
broken down by year and by *the type, of faculty, and the estimates are 
correlated with the projected opening dates for the six professional 



education prograins. As show in the Table, the full-time faculty coth- 



plement will probably begin at 3, grow to 8 for the 1975 academic 
A 

year, ^d expand to 11 for the 1976 academic year. For this final 
year of "the Development Stage, it is necessary to have recruited and 
on board, "in training;' nearly all of the faculty required for the 
first year of instruction (Start-l^ Phase).* 

Faculty Effort and Support : It is assumed that 100% of faculty effort - 
vAiether in curriculum development, clinical unit operations, or var- 
ious other s(;±ool-development activities - will be directJLy related to 
the ^chool's educational program. 

• If faculty are able, during this period, to generate some income 
from patient-care or from research funding sources^ this fact will not 
altet the* School's total faculty and other y.T,E > requirements, viiicJi^ 
Hforrti^ Devel6pmeHt~Stag€^ ^^-tJie-F^rfi^ ^ or ojily tha 5e~4<^ivi:fc-i^-j;hat 



* are.donsidered' part .of^ the. educatioji&g jp^ogram. However, wi,th respect ^ 
to numbers, suph. outride wbuldvincrease^ the .niinber o£ people 

to'^be accormiiqd^ted. if the .various developmental projects (concern- 
ing educational ahd care-deli\^iy research Vetiier tban bigme^lical r^r, 
search)* obtain";^dil)jg frm butside sources sdr;thai tiljey caA tre con- j • 
ducted* at :tfifeiT^ optima:^ l^eXrp^fY too/ would produce persortnel and" ^ 



*^7^i^i3i^t^^ 

^Development Stjage and ^h^^ first ye&r of tlie.^Starjt-Up, Phase is/included 
in 'thd p^es'^t^tion^^of t^e Start-Up, budget later. -the; chaf)i:er'. : \ ' 

,**This factor was not built intq the space estiitigitfes l^at^ are 'discussed 
in 'Sect j^n Iff^^ However, > part- time faculty^ -^lik^iyy tO; be^researchers 
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7' r 

YEAR 




' "i • ' , 






TYPE 
OF 
FACULiy^ 


Initial 
. One-Half 
Year 
(Jarxuary 
Juie,197S)^ 


First 
Full 
Year- 
, (1975) 


c - . 


, Secbud' • 
(Final) 
FdU ■ 
Ye4r' 1 
(1^7^) ' 


^PIOTBS3I0?^ 


'•^ / 


A F.T,E. 

/ \ - ' 


No. ^(5^ 
"'Individuals 


i • 


No. 'of 
tnciividuals 


F.f.t, 


Riysiciaiis' " " 






5 


3 


s 

•' 9 






Dentists . * ^' 






- 3 . 


3'^ 




3 




Health p^ri 












2 


"/•/ 


Coprdinators 

Nli^se Practl-tioncJrs 


nc 

SJrtec: 


)t 

if ied ■ 


; ^ 
1 


— 1 

'l • 


P" ""^ ~ 

* 

: 2 


Social Workers 


f 




' • '2 


. 1 ' 


2 ' . 


1 • 


: • /.1/79 


Fliaraacists 








1 . 


' ' \ 


1 ' 


/l979 . 


Biomedical and 
Behavioral Scientists 
Educational Design 
Specialists 






2 


• 


4 


• 3 


/ N/A 


TOTALS 


S F.T.E. 

0 full-time; 
2 paxt-timej 


16 

(appro:^mately 
8 full- tine; 
8 part-time) 


11 F.T,E 


28 

(approximately 
11 full-time^' 
17 part-time?) 


P..T*E 


'N/A ^ 



^Consultants arc not yicluded-in this table; however, provision fbr^^^th^ appears 
in the Development Stage operating budget.. ' 

^e first six types of faculty and" their required complements are ^tegori'zed according, 
to the program for ^^iiich they are principally hired rdthei^ tHan "f>y, disciplinary, ' 
b5i9Jcground, though often they wpvild 'b'c synonymous. 

^^g^^Hic dates (expressed in, at^<l»vv^.c. y^t^rs^ ref^r^t 
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space requirements in addition to those included in the Development Stage 
estimates 'discussed below. 

The Developmant Stage Budget — Faeu^r^if-a^d- Othar €o&ts^ — 

The ccaiplete operational budget for the Development Sfj^fre^ i .g in 
Table 4. Explanations of individual entries will be given only for 
those items for which, the assumptions or explanations provided for 
the full- operational level budget (Table 2) are inadequate or inapp- 
>,licable for the Develojjment Stage. The costs for the entire 2 1/2- 
year Development Stage, including totals by year and by budget item, 
are delineated in Table 4. 

Personnel : Tlie average faculty salary used for Development Stage 
projections is $28,750, which is approxijnately 19% above the average 
full-operational level salary of $24,246. (Both salaries a^e quoted 
at 1974-dollar levels). The higher average salary is based upon the . 
need, to attract especially sophistocated and Experienced faculty 
for this critical period in the School's educational and administrat- 
ive development. 

— _ . . . — — fi — 

The clerical needs are based approximately upon one secretary 

for each faculty F.T.E. plus ^o higher level assistants for the entire 

faculty, representing a richer level of clerical and. general assistance 

than that provided^ at the School's full operational level.. 

Supplies and Expenses : This itm, heavily dependent upon the 
number of personnel,* is calculated at 151 of direct salaries, can- 
pared with the 7% used in projecting this line itm for! full operational 
level. The higher rate is required to cover the additional material 
and travel expenses - especially related to faculty recruitment - 
incurred during the School's development years. 

Faculty Recruitment : A small amoujit for the initial half-year • 
of the Development Stagp is included to cover extra expenses involved 
with recruitment, particularly of the high-calibre individuals heeded 
to initiate the School. The Supplier $ind Expenses line item fat ' ^ 
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. ' TABLE 4 
ANNUAL OPERATING EXPENSES^ 



DHVELOPHEOT STACSE 
„^li)J4. dollars.) " 



EXPENSE CATEGORY 



IXITLU a.-E-HMF ^cNR 

(JVU.W-JUN-E, iy*5r 



F.T.E, 



FIRST FULL 
DEVTLOf^ENT YEAR 



F.T.E, 



Dollars 



SKOO FUU 
rcVELOWE^.YEAR 
(•ir6)^ 



F,T.E. 



DolUrs 



TOTAL 
DEVElOF>lI?n' 
^AfiE COST 

(2H Years) 



DIRECT EXPENSE 

PERSOfOaX 
Salaries 
Faculty ? $2«,7S0^ 
Clcrical/Adaiiustration Staff 
-e $ 8,800 
S $12,000 

Subtotal Salaries 

Fringe Benefits (0 1^.51 of Salaries) 
Subtoul Personnel 

SUPPLIES 5 b.v£\i£S ^-15t ot salaries) 
FACULTY RECRUmiENT 



71,875 

22,000 
12,000 

105,875 

15,352 

121,227 

15,»81 
10,000 



CONSULTANTS ^ 

FundTlng 
Academic 

Subtotal Consultants 

CENTRALIZED SUPPl^ ACTnTTlES, 
(Personnel and Materials) J 

Library 

Educational Resources' 
School AdTiini St ration 

Subtotal Centralized Support Activities 

SUKTOrAL DIREa EXPOSES 

GENERAL OVtRHEAD isi of Direct 'Expenses;*^ 



RSOOELLING 



TOTAL COSTS PER YEAR 

' 1 



20,000 



^0,000 



30,000 
30,000 

197, 108* 
29,566' 

ao,ooo 

(JjYcar) 236,674 



11 1316,250 

70,400 
_2 J 24,000 

410,650 

59,544 

470,194 

6'l,598 



30,000 
30,000 

60,000^ 



20,000 
75,000 

, ioQ»ooo - 

195,000 

786,792 
118,019 
50,000 
954,811 



17 
17 



488,750 

149,600 
24,000 



662,350 
96,040 

758,390 
99,353 



10,000 
40,000 

5Oi0OO 



59,715 
270,000 
200,000 

529,715 

1,437.458 

215,619 

50,000 

1,703,077 



876,875 

242,000 
. . 60,000 

1,178^875 

170,932 

1,349,812 

176,831 
10,000 



60,000 
70,000 

130,000 



79,715 
345,000 



754.715 
2,421,358 
363,204 
110,000 
(IH Years^) 2,894,562 



-mrSv^^fiTOfiMS^^^ *° paticnt-caro ind research a, well «'cducVtion,'l 

^Oates (expressed in , acaisnic year^) in partnthoses refer to the proposed tiflictable for a School unplanented at UOP/m:. 
^e average salary is approxijnakcly 19t hig]»cr than the average salary* at full operational level. 
^Includes naintenanct, utilities,! space, purchasing costs, M,nd central university adrainistration. 
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15% of salaries) in the Table 4-budget is-assumed adequate to en- 
conpass any such recruitment-related expenses incurred during the re- 
maining two ypar$ of the Development Stage. 

Consultants : Provision is made for consultants to assist in both 
- #ind-raisiftg ax\d academic activities.- -fittring the Development Stnge espec 
ially, there vrill be certain kinds of tasks for ^4tich itris^-pr-eferafaie— - 
to obtain assistance on a consultant, rather than on a full- or eveh 
part-tune faculty basis - e.g.^ iji the case of a particular individ-i 
ual with whom ^ long-tei;Tn faculty^onmitment would be premature, or 
in the case of a type of activity in which the, objectivity and perspec- 
tive of a consultant would be preferable to that of faculty, yAio are 
more deeply iramei^ed in the School's day-to-day activities. 

CentraU^ Support Activities : * The gradual increase in library 
expenses <5ver the 2-1/2 years provides for the staff ancf inventory 
build-up that is ^necessary for the ^^gculty's use in developing^ the 
curriculum and* for general preparaitions for the arrival of students. 
A relatively l^e cost increasp in the final Development Stage year 
p-r@v ldeSy in addition, for the hiring of additional p ersonnel^^o 
specific task of cataloging the SHP curriculum (explained in Chapters ' 
2, 6, and 8). As indicated below, the library's cost can be ex^^cted 
to drop in^ the first year of the School'^ operation. This is because 
the major one-time-oniy preparations should have been ccxnpleted by - 
the tiine the School opens. , 

Tl^e Development Stage Educational Resources estimates are intended ' 
..to cover the costs of an expanding staff of cOTiputer programmers 
and support personnel and of increased needs for computer -programming 
time related to developing the curriculum and to the inplanentation 
of the evaluation and communication systons described in Chapters 7 and 8. 
The costs are approximately 25?; in 1975, and 1001 in 1976, of the 
annual educational resources amount in the full-operational level 
budget (exclusive of the portion thereof that covers students' use • 
of compir|fers in self -study activities). , 



198 

174 



The amount shown for School Administration is intended to 
accommodate the concentrated effort during the early part of the 
Development Stage on organizing the School and on obtaining financial 
siq)port. The doubling of this line item amount from 1975 t.o 1976 

is rela ted pxliiiaxlly Lu the operatioji of !jtudent- recruitment and 

* selection program. * " , . - 

Remodelling : The Remodelling costs are included Jlh the operating 
budget only in the Developnent Stage. They are for minor remodelling of 
tanporary quarters that will need to be rented until the School's 
pennanent space is completed (see Section III. B,- below). The renp 
will be covered from General Overhead. 

§§§ DETERMINATION OF OPERATING EXPENSES - START-UP PHASE 
Introduction 

The Start -Up Phase covers the 5-year period from the time the 
school opens until it reaches a full enrollment of 360 students. The 
planned program- initiation and expansion, schedule introduced in the 
irrereding chapLer is suninarized"atr^e"l:op^xtf^^bi^^ — Th e bo t tom — 
half of Table 5 delineates the annual educational program operating 
budget for the Start-Up Phase. For a School implemented at 
UOP/PMC, the Start-Up Phase runs from 1977 througli 1981. 

~ Tlie-Start^ip-^^hase-fomiS' u logical bridge between the major 
developmental effort of the Development Stage and the relatively 
stabilized instructional (and other activities) of the School at' full- 
level operations. The major factors detemining personnel and other 
needs for each of .the five start-Up years are: (1) the continuation,' 
well into the early operationcLl years of the School, of curriculum'- , 
clinical unit-, and general school-development work; and (2) ,the 
gradual expansion of the instructional requirements as the nuniber 
of'programs and students increases. The amount of ''developmental^' 
work will taper off gradually over the Start-Up period until, by 
the time the School reaches full enrollment level .in the sixth ^ 
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operational year, the proportion of personnel time budgeted for cur- 
riculum development (5% for faculty) , supplemented by the 10? of 
faculty- time budgeted for various committee and.administrative tasks , 
_will_be adequate for Slip's ongoing developmental needs. The assumption 

^ rcgardingTfacuity^fort and sx^port for tho Start-Up Phas e is 4^6 

same one that was used to estimate full-operational level staffing 
needs and operating expenses: faculty will spend, on the average, 70% 
of th^ir time in activities related to the School's educational pro- 
gram and the remaining 30% in patient care and/or research not directly 
related to students; only 701 of their salaries will need to be cov- 
ered by the School *s budget. 

Faculty Needs 

✓ 

The faculty requirements govern the operating budget for the 
start-up years^as they do through out the School's existence. The 
faculty F.T.E, shown at the top of Table 5 increases gradually from 
30 in the School's first year of start-up to 101 in the final start- 
* up year,* (The comparable faailty F,T.E, for full operational level i 

-15— 110,9). — Eae h F.T . E, ig definedr^fv one fuK-time-faeulty-member 

(or the equivalent in part-timers) who works 70% of his time in education, 

IVhile the faculty F,T.E. increases absolutely over the five 
years of staXjt-up, there is a gradual reduction of the F.T.E.-to- 
student ratio. However, the faculty F.T,E. for any given start-up 
yqar is alwa/s greater than that which would be required solely for 
the purposes of meeting students' instructional needs. Even in a 
nev^ school with fewer innovative and extensive developmental and 

*As shown in Table 5, Year One of the Start -Up Phase requires a 
total of 30 faculty F.T.E., (where -each F.T.E, is defined as devoting 
70% of effort to SUP's educatiorjal. program) whereas the faaiity 
E,T.E. for the final year of the Developnent Stage (where F.T.El 
is defined as 100% of effort to education) was 17 (Table 3). ^There- 
fore, the increase in the educational program' faculty strength be- 
tween the final year of the Dcvei orient Stage and tJid first year of 
the School's operation is from 17 F.T,E. to 21 F.T,E- (i.e,, 70% ' ^ 

of the 30 F,T.E. that shol^^in Table 5). 
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faculty- training requirements than SHP, it is normal, ^uri^rg ;t^e 
period of expanding enrollment, to have faculty employed j|)r a full 
year ahead of the time that they are required for the inst^ction^l 
load.^ This permits faculty extra time for teaching preparation, and 

also enables them to play a st rpng role^ in de fi ning th e School's 

curr i culum . * _ * 

The Start-Up Phase Budget - Faculti^ and Other Costs 

The operating budget for the Start-Up Phase educational pro- 
gram is sho\vn in Tabl^ 5. The annual operating budget for the 
School's full operational level (i.e., Year 6 and oh of the School's 
operation) is presented in the extreme right r)igAd column of Tabje 5 
for canparative purposes. .vf^^ j!-' 

A discussion of key aspects concerning tjie development of the 
personnel and financial requirements for the SHP Start-Up Phase 
follows : 

Faculty Effort and Salary : Average faculty salaries have been 
projected at 101 /above the full- operational level average for the 

first Start-Up year, and at 5j aboye^ the averag e for the sec ond 

Start-Up year -$26,671 and $25;458, respectively. The average; 
salary of $24,246 is projected for all subsequent years. 

Clerical Effort and Support : The clerical support for the 

School's educational program remains at the same level for the first 

two Start-Up years as during the last full year of developm.ent. 

However, there will be a greater number of clerical individuals , 

since the budget amounts shown for Start-Up (Tables 5) apply to the 

■» ' <• _ 

^During'the Start-Up Phase, it is probable that the faculty 'will devote 
a greater amount of total time to their instructional activities than 
will be the case when the School is at full operational level. Thir> is 
because the newly added members will be unaccustomed to some of tlie^ 
instructional modes emphasized by the School. 
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educational portion of clerical effort only, v^iich is estimated at 

571 (as in the case of full- operating level)! the remaining 43% 

of "cler-ical effort" is involved in the Schoot-'-s-patient-care and 

research _prQgrpis_^aad_ne±ther.ti)(?_JiQst_jior (by.Jjiqilication) the F.T.E. 
fnf this poTtIofn.s sho^m in Table 5 . 

IVhile the absolute kmmt of clerical support for the educational 
program continues to incre^ from Year Three through Year Five of 
the Start -Up Phase, the estimated cpst (in Tablfe 5) i$ based on a 
gradual reduction in the amount of clerical support per faculty. 

Techniciarr Effort and Support : The technician F.T.E. subsumed 
by the costs in Table 5 respresents solely those technicians needed 
for the e^uc^ional program. Additional F.T.E. as well as cost for 
technicians involved in research or patient care are not shown at 
all. One-hundred percent of these educational-program technicians' 
salaries are drawn from the School's budget -during 5tart-up. Tech- 
nicians for patient care or research would all ^e additional individ- 
uals to those who are involved solely in the educational program.* 

As in the case of clerical staffing, the ratio of education- pro- 
gram technicians to faculty and to student F.T.E. decreases over 
the course of* the Start-l^ period, though the- F.T.E. increases in 
absolute terms. 

! 

Supplies and Expenses : T^ese are estimated each year at the level 
of 151 of total direct salaries (compared with 75 budgeted at full 
Operational level) . 

Centralized Support Activities : The cost for each of tlie three 
major centralized support activities increases gradually over the five 
years of Start-Up. In the cases of educational resources and school 



*The difference between the way of representing technician vs. faculty 
and clerical F.T.E. during the Start-Up Phase stems from the fact that • 
any one individual technician is assumed to be fully involved in only 
\ one of the School's three major activities (education; pat ient- care, i 

or research), whereas an individual faculty (and clerical staff) member 
• is presumed to be partially involved in at least one of the latter 
, two activities as well as in educatioii. 
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administration , the expense estimates for the initial Start-l^ 
year are already close to the annual estimate for Year 6 and on 
(ftill operational level) of the School's operation, since the major 
costs were incurred during the preceding Development St^ge. The_____^_ 
li r M: ^UiL-uy year cuslb lui ' Uxe libra r y are lower tlian they were — — — 
foT the final year u£ the Development Srage, since, asmentioned pre- 
viously, the major one-time-only preparations will have Jbeen completed 
before the Sphool opens. 

Clinical Resources : This item was explained in the discussion of 
the full-level operation budget. The gradii^l increase of the clinical 
resources cost from $50,000 to $375, 000 -over the five years of Start-Up 
is in ^ough proportion to the projected enrollment expansion. 

§§§§ DISCUSSION . . * 

The final conclusions regarding the prospects of financing the 
operations of a School of ^Health Professions must take into account the 
entire |^dgeJ;;j9ry picture - income as well as costs. Income projections 
'are developed in the following major section of this chapter ,^and the-^ 
final section, "Cash Flow and Conclusions will draw together the 
inplications of both the cost and. income projections. 

As concerns strictly the^cost side, however,' it is appropriate 
to Qbserve here that the costs of the educational program - $4,638,342 
per yea? for 360 students - for a. School of Health Professi^ 
implemented under the conditions and assumptions outlined in this chapter, 
appear 'to be modest (though the School will certainly not^be in- 
expensive), despite the School's heavy emphasis on small group and 
individualized Ci»e., relatively expensive) -modes of instruction. The 
relatively high start-up expenditures are related to the major 
cur ricul^um- development and clinical-dev^lc^ment activity required for the 
School. The chi«f factor offsetting these costly features is the 
S^chool's comparative decmphasis i^on expensive biomedical research and 
laboratoryT^anmig^ is" S 

fundamental to its educational program, turns out to be relatively 
insignificant in t^ms of cost* (See the explanation in the footnote 
on page 

< 
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.It must be reei^Dhasized'that the major assunptiorb-Und6rlying all 
of the cost estimates was that v^erever the 'School were iirplemented, 
the costs borne by the School wo^ld be only the incremental 
costs to existing programs and resources that are created by the 
presence of SFIP students. * Naturally, the .operating expenses would be 
imn^nsely different- and greater for a School developed* virtually de novo , 
so different that any comparisons with the cost projections developed 
in this studyr Would be meaningless. 

One way "1:0 put the SHP costs in perspective is.;to compare them 
wi'th the cost oF the WANII (Washington, Alaska, ^bntana, and Idaho) 
, regional medical education program, directed by the University-of 
Washington. That program, which began in Siinmer 1971 with 
appi*bximately -10 F.T.E, medical students, and has grown to an annual 
le^el pf 60 student F.T.E., will have amounted to a total incremental 
cost to the University of $6,000,000 (Bennett, R., 1974). 

' . •■/ ■.... 

2^ - CAifTAL Costs - E^jcational Space and Funding Rfquipements ^ 

Projections of captial costs are dferived from estimates of the 
School's space reqiHrenents at full operational level. EstJ^mates have 

made for space at the School itself and at its- various clinical 
5i€es (i.e., hospitals and the three clinical imits).. The estimates 
include only the major spaces required, based on e^^erience in * , * 
planning a large nipber of health professional schools. For b.oth the 
School and its clinical sites, only the cost of additional space 
required, for educational ^(i.e., instructional, instruq^ii^^lat^d, 
and instructional support) purposes is indicated. * * 

As m&ntioned mder Section II, a major assumption is that SHP 
will be located in an existing academic health center that includes 
sudi resources as a hospital with in- and outpatient services > a health 
sciences tibraryy an auditorium or large .lecture rooms, a dental school, 
general univel^sity administration space, and maintenance space, all of 
which represent core space to which the addition^^space required 'by " 
SHP can be added. Another important cost- related assumption (similar 

20[J 
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to that underlying nrojections of the School's operating* expenses) is 
that the School will bear only the incremental costs of creating the 
-additional space reqiiired for purposes of SHP^ rather than a prorated 
portion of the total, cost based on some arbitrary factor such as student 
enrolj^nent. 

I^egardless of its location, the intent of the plans for a School 
of Health Professions includes minimizing the need for the construction 
of new facilities through the effective use of already existing ones - 
lAether through remodelling or throu^ use of presently under- 
utilized but satisfactorily designed space. 

Though it is assumed that most potential sites for a School of 
Health Professions will have some utilizable space availablej the 
capital projections for this study were not developed with any specific 
site consistently in mind, and they do not include any estimated - 
^allowance for existing and underutilized space* that would he freely 
available to SHP; in this regard, the space requirements can be . \r 
considered to be more generous than ij^ssary. Furthemiore, all 
•capital costs developed in this chapter are based totally won new 
construction; if space for remodelling is available j it will reduce the 
costs requirements develODed in this stuc^^.* 

The capital coi^t and space requirements for the School's fully 
operational educational program are sunmarized in Table 6 on the following 
page. (The detailed standards and computations for these requirements 
are shown in Appendix 16-B.) Space and cost estimates are presented 
in terms of ranges, in anticipation of modifications- in program 
specifications that might occur during the course of further planning 
and development and in order to reflect an expected variation in ^ 
circumstances pertaining to alternative locations for the School. 



*Por exanple, if SHP is located at UOP/PMC, conversion of some bf the 
truss space at Presbyterian Hospital into instructional areas (as a 
substitute for building equivalent space de novo) might be possible, and 
it would represent some reduction in costs. 
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; * ' TABLE 6 / 

SimkY OF CAPITAL COSTS AND SPACE REQUIRBB^ 
FOR A SCHOOL OF HEALTH PROFESSIONS 
AT FULL -OPERATIONAL LEVEL^ 



KIND O'r SPACE 



SPACE AT SOOOL 



SPACE REQUIRI^eirS 
Educational Arras^ 
(in ngt square feet) 



' 'Instructional Areas^ 


18,000 


22,000 


Dental School Qinic^ * 


3,00& 


5,000 


Faculty Space (Offices and Labs)® 


40,000 


60,000 


Anijsals 


5,000 


8,000 


EdJicational Support Space 
library^ ^. 


6,000 


8,000 


5,000 


7,000 


Acinirtist lotion 


2,ooa 


5,000 


General Support and ^Jaintenanc?' 






» Space 


12,000 


18,000 


total Space- it? School 


91,000 


133,000 


SPACE AT CLLNICAL SITES 






(Educational Space Only) 






Hospital* 


2,000 


3,000 


Clinical Units* - Central, Rural, 






' and Urban 


14,000 " 


19.000 


Subtotal Space at Clinical Sites 
> 


i6,pno 


22,000 



CAPITAL COSTS 



N/A 



N/A 
i 



N/A 



$17,450,000^ $25.323,000^ 



T 

N/A 

i 



$ 2,507,000^ % i,in,m^ 



TOTALS 



^ 107,000 155,000 
net sq. ft. net sq. ft. 



$19,850,000^ $28,6^,000^ 



^Derivation of all figures is found in Appendix 16-B. ^ 

^In mid- 1974 dollar- levels. These costs are from Appendix 16-B, Table 1, vf.ich did not itemize costs for 
each of the kipds of space cocrorising the total space at the School and at the Clinical Sites. 

^'Educational'* refefs to instructional, instructional-support, or instructionally related space. 

Space sho*S for the Dental School Clinic would not be needed if the School were Inplcmentcd at UOP/PSt, 
v-here a dental school clinic already exists; one assunption concerning the inplcmontition of SHP *t UOP/FMC^ 
is that the UOP dental schools enroHrent would be reduced by a mcnber eqvwl to the enrollment in SFIP's 
donwl program, thereby freeing ad«iu^te space for SJIP dental students* dental'clinic learning activities. 
(Ihe Svirpo coTfTncnt applies to the d-^+ni trchniouo lab. space, which is part of the InStrnction.il Areas item; 
Sfc Appendix 16-B). 

^Space requirements for these items am itemued in Appendix r6-B» Table 1. 
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\ The spacfe estimates injable 6, reflect Several key features -o£ ^he 
Schodl^s educational program' and philosophy* VOrte exanple is the \J • 
distinctive natur? of SHP's clinical education program. Ordinarily , . a 
new health'prof^^sion? ^chaoi jitust "place its emphasis upon acquiring^- / 
either directly ar by affiliation - inpatient hospital facilities and a 
requisite nbirber of beds, aad it need not concern itself as extensively . 
with the development of sizeable outpatient facilities. -In contrast, • 
SHP's explicit emphasis on primr^ care reverses these enphases, \ 
resulting £h a far greater nee.d for airbulatory-care facility space .than 
- for hospital beds'. , ^ . ' , - 

The research space portion of the ^Taculty Space requirement that.: 
is shown in Table 6 is illustrative of the fact that the School's, 
major enphasis ^is on education and patient care rather than -research; • 
the estimates cover only that amount of research space necessar)? to ^ * 
si^port^the amount and kinds of research assumed necessary to the SHP , 
faculty's maintenance of its academic con5)etence arid position aiad to'*^e. 
Schbol^'s capability to attract new faculty 

The School's enphasis on primary care will autcWtically, re^ce, ^the 
requirements for highly specialized research laboratories associated with 
sophisticated biomedical research, (It is assumsd that any additional 
or mpre expehsive research space' or equipment . than tho^e subsumed i;i 
the cost projections are not part of the educational urogram, and' - ^ ' * 
.that they would have to be supported from separate sourcfes, usually 
research grants.) 

Finally, in conparison with more traditional Schools! the 
'/Instructional* Areas^^ space shown in Table 6 (broken down in ^pendix 
16-B) includes relatively low requirements for special learning 
facilities such as laboratories, and relatively high requireiWits for 
the kinds of facilities (e^g., carrels) needed for self-learning 
activities • . ' * \ 

^Jable 6 shows an estimated range of 1Q7.000 to 155.00o\nit sq uare 
fegt^of educational space; the corresponding estimate of capital costs 



feet ( 

(^11 



(dp 1974-dollar levels) is apDroximately $20.000.000 to $28.QQq\ OOP 
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. . f,,. )\ri estimated fiye-yeai? 

\.^^?';V.. V*. yStagCy^ i& .presejited in'Tatie.?*.' the scK^^ in bath if 7il'' \ ^ 

• * . ' prices!' and-.at prices inflatetj B)^ 8% per j^pa^/" P^^n'tatipu of c^itaU^:' • ; 

• ■ costs' in terms p#" the cost aAticipate^^^t thre ac.tqal time .of *\ /V/? 
y\ • V / : ^ expenditure ' (.the* right-H^d; cplui^ y ? ' J^i?) is ireful ' for; . . • ^ . 

V , 'v. .p^traying C2(pitfii r^uii^ajenjts iii^tenfis' Vf bonds', . /. 

V.V - or .private mney^ •':\T3Te,.i3Wes^ is. r^Idteti:tp,.the . , 

. , '.^ ' ;^ , . assun^tions presc^tW xp'thls ^4 the'|>rfeceding chapter cp^ce^mg " ' . 
:^ . . \ the pac^ bf^ growth :pf t^^ 

. . ' ' / As' was indicated in 5eeti.6n 'II pf 'this chapter, ,the School ' 

/ . ^ operatijig^ .QOst prbjectjLons^ have been leased on the assun^^tion that the / 
• ; ' > ;SchoQlr' will not bear the^ costs offsetting up the patient- care . 
. ' ' , (as Opposed to the educational) progr-pms of its clinical units. The 

* ' projections of the School's capital cbsts' ar^ based on the similar; . -^ 
. ' .assujrption that the School's budget v^lll not have to beai^, the corisfrucJtion 
1 ^ . gosts *of 'the'-strictly patient-c:;axe*§p!ace requirejd for the overall V. 

* program, * ei1jier in the case of a hcjspital oif the clinical uaits*. ^ ^ 
, Oa'the assumtion that^the School "-s* .itiajpr ,af filiated hospital includes 
^ _ - ' /outpatient 'clinical facilities* fjonJ vrtu 

can be developed (see Qiapter 11), onl/the incremental space* requirements 

• - .\ £txt SHP's educational needs "at 'the 'central unit have l?een.J?ncluded in 

'1 the csost' estimate? for the clinical unitsV.(See ?^Derfdix^-l6-B. ^qr ^ \' 
' \ , greater details oh the 4^yelopmeht' 'of sp^e/and jtonstrucfdpn * * « 

•requirements.)* ■ ; ? ' . * - " ^ 
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*The cost of the patimt-car» spkce fdr, the bvei;alje program woul(i*v^ . \ i 

widely from site /to site, depending* upon the availability of already , ' , • ] 
existing patient-care resoijrces. ' If" alFaeca$sary T)atirent*^care.' , * *^ * 
facilities had to be constrtictedMe non^, Vtlj^^^cdst range for the' , ^ * ' ' 
construction of all three kinds ,oF"cTyueal. units' and ot a hospital' of v / 
250 beds.,(th^ approximate^ nunt^r ^r^quired for SHP '^^ucational prQgtam ' 
at full operational teVel) an4*of the required^SFIP clinical tiiits.woulvd 
be' apirroximat^ly as 'follows:' , . : ■\ " \' ' ' 



IJospital . ' _ $30,'000,0,0'{5" ^ ^$40 ,-000^ 000 
Cainical Lfr^its ^' -2,00.0,000 ^ . ' ^4,000y000* 
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TABLE 7 

ESTIMATED SCHEDULE OF CAPITAL 

•.^ EXPENDITURES FOR A 

SCHOOL OF HEALTH PROFESSIONS 
(;i\inounts rounded to nearest thousand) 



YEAR" 



DOLLAR AMOUNTS 
At 1974 Prices At 8%/Year Inflated Prices 



■Yfear 1^" (1975)^ 
y^ar 2 ; (1976) 
".^ear 3 - (1977) 
' Ye# 4 , ■(19733'.. 
.Year \_ (197!^). 



750,000 
4,000,000 

/ 6,000,000 
6,000,000 

. 6,250,000 

23,000,000 



810,000 
4,666,000 
7,558,000 
8,163,000 
9^83,000 

30,380,0.00 



\orresppnding approximately with the first full year of the 
Development Stage described in Chapter 11. 

^All .specif ic calendar dates, expressed in acadonic years, 
refer to a School that would be inqjlemented at UOP/PMC. 
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IV. INCOME FOR THE SCHOOL OF HEALTH PPOEESSIONS 

This secMon o£ the chapter -covers three major tonics in the 
following order^ historic funding trends for health professions 
education (TIPE) ; '^the way which income 'was estimated for the School of 
Health Professions; and the projections themselves. Income for capital 
as well as for operating expenses is considered but operating income is 
covered more thoroygjily. • ^ 

A. BackgrQund: Historic Trends in Sipport for Health Professions 
Education 

1. Federal Support : The funding of heal th^profess ions education 
(HPE) in this country is now largely dependent upon federal and state 
appropriations. The following brief review, v^ich includes several 
legislative landmarks i suggests some of the trends in HPE support that 
wei:e taken into consideration in developing the specific SHP income 
projections that will be presented below. * 

Federal aid for HPE began in the mid- 1940 's with, large federal 
investments in the biomedical sciences authorized in amendments to the 
PiAlic Health Service Act. These amendments authorized the Department 
of Health, Education, and Welfare, through the National Ii^titutes of 
Health, to conduct extensive biomedical research in programs established 
throughout ^e country, particularly in medical schools. Research grants 
constituted the main federal investment in health professional schools 
for the two decades of the 1950 's and the 1960's, and as the flow of 
federal research funds increased, schools responded by expanding their 
faculty and programs. 

The proportion of medical school income related to federal research 
rose from 11% in 1947 to 421 in 1968, and by 1968, anproximately 531 of ' 
the total faculty salary budget for the nation's medical schools was 
supported by the federal government's research and research training 
grants (I.O.M. , Pts. I and, II, 1974, d. 1). This emphasis on biomedical 
research led to increased pressure for specialization by thp faculty of 
medical schools Tsuch pressure was probably one of the principal ^factors ' 
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contributing to the decision o£ a majority of the nation's ntedical 
school graduates to enter specialty training and practice" ^ ^ 

The iDomentum in researdi continued well beyonji tlie time that 
federal legislation began to provide explicit support for the 
educational (in contrast to the research) component of inedical and 
other health professions schools. The' first major development in 
this latter direction was the Health Professions Educational Assistance 
Act of 1963 [Public Law 88-129) and related legislation, which auth- 
orized matching grants for the construction of health nrbfessions schools 
and loans for students in several of the health professions. 

Shortly thereafter, Congress .enlarged the nation's commitment 
to HPE in response to predictions of a health" manpower shortage. 
The Health Professions Educational Assistance Amendments of 1965 
(P.L. , 89-290) and related legislation offered grants to five 
categories of schools oil the basis of the schools' agreeing to 
increase enrollments, and guaranteed loars for low- income students 
who would be unable to complete their professional education without 
financial assistance. — 

The Health Manpower Training Act of 1968 (P.L.' 90-490) essentially 
extended the provisions of the 1965 law to include Jhe eight professions ^ 
of medicine, osteopathy, dentistry, nursing, optometry, pharmacy, 
podiatry, and veterinary medicine, and to provide scholarships as well 
as loans to students with financial need. 

This legislative emphasis was continued in the two major health 
manpower laws of 1971: the Comprehensive Health Mannowor Training Act 
(P.L. 92-157), and its companion' Nurse Training Act (P.L. 92-158), 
whicH introduced federal "capitation" grants - i.e., operating (non- 
capital) grants made to schools training the aforementioned eight . 
categories of health professionals. The size of an individual schooTl 
grant was based principally upon the size and expansion of its student 
enrollment, hence the term "canitation." 
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The 1971 laws expired .on June 30^1974, but, as of January 1975, 
its provisions are still in effect under a continuing resolution of -flie 
^Congress. Several major health manpower bills were given extensive 
consideration during^l974, but the, current (i.e., the 99tli)Session of 
Congress ended without passing new legislation. It is highly likely 
that the successor legislation to the 1971 laws will retain capitation 
provisions for the several kinds of healtiji professions (with the possible 
exception of pharmacy), and probably extend capitation to allied health 
and **physici an- extender'' professions as well. However, ^on the basis of 
the major legislative alternatives considered in 1974, it is probable 
that the next legislation will change the nature of the current con- 
ditions and incentives for a school's receipt of capitation money. 
Eli*gibility is expected to involve a school's contributions toward 
correcting publicly pefcei\'ed problems in health-care delivery and 
education, especially geographic and specialty maldistribution (including 
the insufficient number of primary-care providers} Restrictions on 
student-selection and/or on the location or tyne of graduates' practice, 
the development of interdisciplinary and remote- site training programs, 
and strict stipulations concerning supplemental support for health 
professions educational programs from lion- governmental (e.g. university) 
sources, ar c the principal - kin ds-^ conditions included in the 1974 bills. 

The federal health manpower and education laws of the late 1960 's 
also initiated support, through, for "special projects" -- short-term 
research, demonstration, or training projects related to innovative 
health professions programs, and administered through tht3 Bureau of 
Health Resources Administration. Similar funding authority is expected 
, to be continued in new federal health professions manpower legis- 
lation. ' A significant portion of the activities that will be ^conducted 
in the School of Health Professions is of this nature. 

Recent federal actions indicate^nBTat, with specific exceptions, 
hjjameiical research expenditure - once so influential for medical schools' 
fiirancial" picture - has .reached a plateau (with potential for a decline 
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due to inflation). Research funding has moved toward the investigation 
of categorical problems, administered in the form of contracts (rather 
than in the form of grafnt support for individual research projects, 
\^ich can be better'*used than contracts, as general faculty support) 
The National Institutes of Health continue to be. the major sipporters 
of biomedical research in this countiy, and it is anticipated that 
the; School of Health Professions will; over the years, attract their . 
suppcgrt for specific biomedical research programs.*^ 

Federal .involvement in patient care* also Has had major Im- 
plications for the financing of HPE. The advent of Medicare and* 

Medicaid in the mid- 1960 's provided , medical school faculty and practitioners 

; > ^ 

with reijnbursements for the care of patients from whcxn they had' previously 
received little or no payibnt. Subsequently, ihcome from patient 
care has been used by many health professional schools to sv5)px)rt 
portio^is of their educational programs. Federal funds for patient 
care have continued to increase, but constraints have been placed on 
their u^e; v^ile federal monies and patient-care funds furnished by 
individuals and insurance conpanies can now be used to support the 
patient-care activities of the faculty, in the near future they will 
no longer be able to serve as direct support for the School's educational 
programs. ^ - ^ 

It is inpossible at this point in time, to predict the in5)act 
of national health insurance on the budgets of health professions 
and educational institutions, but it is likely to be a significant 
one and to further restrict the activities that health-care dollars . 
can siqjport. • , 

Federal health professions legislation for the last decade has 
si5)ported, for the major health professions, the construction of 
educational -purpose buildings, including faculty space for research 
considered essential to sustain higji quality education. The provisicm 
of low- interest loans (as opposed to direct grants) is likely to 



This support would contribute to the research portion of the total part 
of SHP's operating expenses that is attributed to the patient-care and 
research budget. 
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continue, i£ any si?^ort*at all is .provided; the loan route has been, 
gaining increasing interest from federal officials.' Some of the 
legislation proposed in 1974 included sup^ for educational buildings. 

Federal sipport for construction of facilities for general 
research was almost totally discontinued several years ago, although 
certain categorical areas are still eligible. 

While the Hill-Burton law expired in 1974, the ma^or reduction 
that has^ occurred in the average patient stay in hospitals has left 
iTOstNiomraunities with an excess of hospital beds, and has consequently 
reduced the pressure for federal support for the construction of 
inpatient facilities-. 

2. State Support : There is growing pressure for state sipport 

of private health professions schools - especially medical schools. 
Legislators are keenly aware that there are many areas in dire need of 
health professionals, that most training programs have many more 
qualified applicants than available places, and that private schools 
have some difficulty in attracting students because of the state schools' 
lower (subsfdized) tuition rates. Some states (New York, California, 
Wisconsin, Pennsylvania, Ohio, Illinois) have atten5)ted to subsidize- 
private redical schools in order to maintain or increase student numbers 
without building new public health professions schools. Both the ^ , 
publication of the Carnegie Commission on Higher Education's 1970 report. 
Higher Education and the Nation's Health , aid the emergence of the 
Veterans Administration into medical education have prompted state 
legislatures to give increasing attention to health professions education. 
It is e^qpected that an e:q)anding and increasingly mobile lli^opulation 
coi?)led with the continued maldistribution of physicians, will continue 
to influence state legislators to subsidize private schools, particularly 
those emphasizing primary-care as a cost-effective measure. 

In Calif omia,^ the ''Grunsky Bill," enacted in 1973 (Senate Bill 
No. 576, Chapter 1112), ^propriated money for the^ State to enter into 
.contracts with the State's three existing private medical schools to 
e3q)and their' enrollments. Thrqugh application of a foimila that includes 



In fact,' legislation enacted as this report is being completed 
provides federal moijey for the construction of free-standing outpatient 
facilities, especially in areas of need. 
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consideration of the level of federal capitation, more than $10,000 
per year per student has been granted for much of the recent enipllment- 
expansion in the State's private schools. 

3. Private Foundations : Foundations have long been the principal 
source o£""risk capital"^ for the development of new schools and educational 
programs. The provisions of The Federal Tax Reform Act of 1969, especially 
i|:i "continuing payout'provision,* have helped stimulate foundation 
siqpport. Tlie second largest foundation in the world. The Robert Wood 
Johnson Foundation (Princeton, New Jersey), has made sizeable grants 
for the development of primary health-care programs, generally ones 
associated with universities. ^ 

Future changes in the Tax Reform Act will probably have the 
result of encouraging foundations to maintain a diversity of programming, 
including support for innovative educational programs . Such foundations 
as the Bruner, Spencer, Macy, and Milbank Foundations' have already 
shifted program activities toward innovative programs of health professions 
education and health care delivery. The Comnonwealth Fund, the Fleishman 
Foundation, and the Kellogg Foundation . also maintain a continuing 
major interest in health-care delivery programs through grants sizeable 
enou^-to be of considerable value to developing schools. Thus, a con- 
servative approach for the School of Health Professions to take must - 
include the development of proposals to these institutions where a 
pattern of giving has emerged that would indicate siqjport for ^creative 
ideas in the educational process . Foundation sn>port is usually for 
study or development purposes only and should not be considered^a^ ongoing 
support. 

However, private charitable fouujfations, h^v^ been increasingly 
hard hit by increasing applications and decreasing resources. Although 
current tax statutes require continued e^qpenditure, of ftinds(e.g., the 
continued payout provision), the economic picture of 1974-75 has sharply 
reduced actual dollars available from most foimdations. 



The "continuing pay- out "provision specifies a certain percentage of funds 
per year that private foundations must distribute for programs (as opposed 
to investing those funds) . Under f?ieTax Refoim Act of 1%9 , that per- 
centage has increased annually from 1969 throu^ 197^. 
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On the other hand, one potentially iji5)oftant facet of private foundation 
giving to HPE that is not evident in the preceding discussion of historical 
trends concerns the '^planned liquidation'' of many currently 
operating charitable foundations. This refers to a scheme v^ereby 
a foundation's founders determine it to tjje socially desirable C*ma:Q- 
mum mileage" for dollars), to "abandon'' all of their funds for final 
distribution to charitable causes, within a predetermined time period. / 
There are several large foundations that have stipulations of this type 
that vdll be coming to maturity in the late 1970 's. One exanple is 
the Fleishman Foundation, located in Nevada, which was incorporated 
in the 1930 's and stipulated the liquidation of its "instrument" 
by 1980. 

4. Trends in other Sources of Support: There are several 
other inportant sources of support whose background wi,ll be discussed 
later along with the explanation of the specific assuii^tfon| used 
in making the income projections for SHP, or whifh have already 
been sufficiently covered in preceding portions of this chapter. They 
include patient- care income, sponsored educational research and 
demonstration projects , corporations , private donations , and 
student tuition. 1 

In focusing on federal, state, and private foundation sources 
of si^jport for HPE, the preceding sketch of historical trends has covered 
the three sources that have the greatest direct bearing on the School's 

financial feasibility and, that, at the same time, are controllable 

* ft f 
or easily predictable by the School. , V 

The net outcome of the trends described above is that health 

profess i(ms education has come to rely increasingly i^on a com- 

,bination of federal and state support, in private as well as in public 

schools. A reasonable forecast for the future insofar as operating 

e:q)enses are concerned is that(i) All schools will need to rely 



In contrast, student tuition, while also monetarily of great signifi- 
cance, is at least partially directly controllable by the School 
(though still highly dependent ipon the level of direct si?)port to 
the School and on the availability of loans and scholarships for 
its students). 
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increasingly on state si4)port,(2) that nw schools will need to 
find significant amounts of ^ private donor and foundation siqpport, 
and (3) that federal sx;pport will be tied *tOj increased programmatic 
and cost-sharing requirements. The prospects for state and foundation 
I s^)port to SHP are difficult to predict, but;^on, the whole, appear 
favorable notwithstanding the current poor state of the ecaiany. 

B> ' Development af Income Projections for. SHP 

This section ^begins with a discussion of the scope and context of the 
income^ projections made for SHP and concludes with a detailed presentation 
of those projections, including a discussion of the explicit assumptions 
used ia. their derivation. The projections for the School's non-capital 
income are presented in Table 8. ^ 

1.^ - Context ,,Scop^ of SHP Income Projections : v The' discussion 
and presentation of the income projections in this chapter relate 
.primarily to income for the School's operating educational expenses, 
rather than to its coital fund requirements, or it/^atient-care or 
research expenses. Specific yearly estimates have, been generated 
for the School's educational operating budget nefeds, broken down 
into the Developnient Stage, the Start-l^ Phase, and Full Operational 
Level, for easy comparison with the cost projectiOTis presented 
earlier under, thege same groupings. 

The income projections can only \^ interpreted in the context 
of the inmediate future and of specifically designated calendar * 
years rather than - as was possible for the cost projections - in ' 
terras of relative, non-specified years (i»e.. Year 1,2,.3, etc.). 
TMs is due to the quickly changing and highly unpredictable state . 
of financing for HPE (as suggested by the trends outlined above), 
vdiich makes it inperative to base income projections i5)on the assunptions 
^ considered valid for a particular period of time. All inc^ob projection? V: 
for operating e:q)enses are expressed in 1974-level dollars. 'V^. / 

Even within the above limits, reliable and valid projections" * 
of income are exceedingly difficult to make. .This is true ' f or^exis,t-* 
ing schools, but it is particularly so for a new school and* for a ' ' / 
new kind of school. With these observations in mind,.tM SHftP"^ 
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planning staff decided to keep all non-capital incone projections 
on the conservative side. No effort has been made to arbitrarily 
balance the Sdiool's operating budget. All assunptions about 
publip funding are based \xpai laws, priorities, and precedents that 
now exist or (as in the case of prospective federal legislation) 

are judged likely to exist. Any interpretation required to relate 
existing legislation to the unique circumstances of SHP ha^ been 
made conservatively and cautiously, including as much verification 
as possible with knowledgeable health professions educators and 
public officials. 

Furtheimore, the probability of SHP's ^tracting significant 
amounts of unrestricted state, federal, aid^ private donor support, 
at levels far beyond those ccrtsidered realistic in terms of existing 
l^ws may well be high, once a definite decision to go ahead and 
* iji5)lemeht a School of Health Professions is reached. Ihis is 
especially so since the School's educational and patient-care 
philosophy seem congruent with current public priorities. None- 
theless, no income of this kind has been included in the SHP cost 
projectioiis. 

EstijKtes regarding private individual and foundation giving 
for unrestricted use *^ the least predictable - have also been 
kept exceedingly conservative. Such possible "bonanzas'"' as suggested 
by the "planned liquidation" 'features of .certain large, charitable 
foundations (described above have not been taken into account. 

^ The. n(xi- capital income estiinates do not include apy contri- 
butions from corporatiaas . ' Busi|fss^ has contributed to HPE. How- 
ever, its contributiOTis have h^f^pHnciiially in the forms of ^ 
student scholarships and I^ans^ahd grants for constructing libraries 
and laboratories » rather th.an in the form of direct operating sip- 
port to schools. (There is reason to assume that corporations will 
continue to make similar kinds of contributions, a fact that is 
relevant to consideration of financing SHP's capital funding program, 

In COTitrast with specific sponsored projects, as explained" later. 
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and to SHP's ability to attract economically disadvantaged students, 
but not to the development of projecticins for the School's non- 
capital income 0 

For practical reasons, all assunptions related to state sources 
of si^jport are based xxpm one state only - California. 

It should be. pointed out again that one fundamental a$sun5)tion 
underlying the projections of income, as of costs for the School 
of Health Professions is that the Patient-care and research activities 
connected with the School but not directly a part of -its educational 
programs, will be self-si^orting. (For exanple, it has been 
assumed that 30? of the School's faculty salary cost - the largest 
single conponent of the School's operating budget - will be sup- 
ported from income that is generated specifically by or for those 
activities. If actual experience shows this to be an erroneous 
assun5)tion, then the financial situation of the School will be 
altered significantly from that shown in these estimates. (Personal 
Coimiunication, Roger Bennett, University of Washington^ January, 1975). 

2. Income Projections for SHP : The SHP income projections, 
for the SHP operating (non-capital) budget are presented in Table 8, 
in which incone is categorized by type or source* of support, under • 
the following headings. 

• Per-Capita-based funds: 

^ - Tuition 
^ - Capitation • ^ . ^ 

• Sponsored Educaticmal Projects 

From Federal source? 

From State (California) sources ' 
Fran Priyate Foundations 

• Basic Operating Sipport ' - ^ 

*^ - Fran Federal Sources 

From State^ (California) 
From Private Foundations 
From Private Donors 

Table 8 breaks the estimated income down by year, starting 
with academic yeal: 1975. Subtotals for the Development Stage, for 
the Start-U^) Phase, and for each of the Fyll Operation (full-enrollment) 



years (i.e., 'i982 and oh) are shown. In the income (as opptised to 
cost) projections, the Development Stage covers only the two full 
years of that Stage - i.e., beginning vith academic year 1975, 
vdthout specifying a source for the approximately $237,000 needed 
foi' the initial one-half year of development, (January - July, 1975) 
(See Table 4). pthe?:Vise} the fcost and the income estimate tables 
(Tables i, 4 and 5 for costs, and Table 8 for income) are con- 
structed on an identical framework. 

As shown in Table 8, the total projected non-capital income 
for the Development Stage (final two years only) is $-785,000 , and 
fof^the five Start-Up years (1977-1981), it is $11,082,000; 
at full operational (full-enrollment) level, the annual projected 
income' is $4.078,000 . (All amounts are in.l974-dollars). It 
should be ree]i5)hasized that these figures are wedded to the specific 
time period of 1975 - 1982. ' ^ . 

An explanation of the specific assumptioais and bases from 
vdiich^the income projections in Jable 8 were derived follows : 

# Student Tuition : 

- Backgromd : In both professional and general 
hi^er education, present tuition levels' are far below the costs. 

of education, and in state schools, tuiti.on may cover less than 
-t;^n 'percent of the total costs^- As the financial difficulties of 

higher educatioi; increase, both public and private institutions 

are raising theJir tuition, especially for'hi^-cost pjx)grams and 
' f<5r programs in high-earhing-c^acity professions such ks medicine 

and dentistry. , . ' . 

- AssunB)tions for SHP : AnnUal tuition rates 
will be set as follows •(1974-dollar levils) : . * 

Primary-Care Physician . $6,500 

- >■ Primary-Care Dentist • $6,500 

Ffealth Care Coordinator $3,500 

• Nurse Practitioner - $4',500 

Social Worker . $4,000 

' Pharmacist $4,000 

These levels are considered to be reasonable , .^especially if-^ is 
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part of a private university. ^'The tuition at son© private liblral 
arts colleges already exceeds some of the tuition projected for' I - . 
some of the 91P programs* As a point of 'reference, the LOME'S' 
annuar net education e3q>enditure (vdiijch is less than the full re- 
source cost) of $9,700 per student for undergraduate medical educa- 
tion programs (I.O.M.,Pts- I and II, 1974, p. 90>.^ 

For purposes of projecting income, certain assunptions regard- 
ing the assessment of tuition charges had to be made in light of 
the time-variable nature of the School's curricula* The assunptions / 
were that tuiticm would be base4 on the 11-month estimated average 
length of SHP student?' academic year. For each year, the total- 
tuition amounts were con5)uted by multiplying the nuni>er of students 

^ , by the ^appropriate rate. No allowance was made for rebating a 
portion of tuition to students who conplete a "cuiricular year" in 
less than eleven months or for an incremental charge to those who 
;1 reqiiire longet than eleven months. (In actual fact,- it would probably 
\ -Jbe'the School's policy to collect additional tuition from students 
who exceed the eleven months, but; not to refund tuition to students 

\ vho conplete their curricular year early. Thus, the amounts calculated 
may underestimate the total potential income from student tuition.) 

• Federal Capitation : 

- Background : Amounts are based on the best 
possible prediction as to the provisions in new legislation, and. 
on the assumption, that SHP would meet all required conditions* of 
eligibility^** * ■ 

- Assunptions for SHP : C^itation will be 
available for the^ physician and dental programs only (not for pharmacy) , 

' at the annual rate of $2,000/student , starting with the first year 



... » 
*An e:q)lanation of the I.O.M. study, including a definitim of net 
* e&icaticHial e:q)enditure , is found in Section, II of this chapter. 

♦ **This is. a fairly safe assumption, since most of the^ likely conditions 
for federal capitation - e.g., primary-cafe educational programs; , : 
remote-site clinical training»and the improvement of geographic 
maldistribution of prospective students and graduates - are already 
integral parts of the School's proposed educational and student- 
> selection programs. 223 
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of operation. 

• State Capitation ; 

- Background ; The current relevant legislation 
is the Grunsky Bill, e^qplained under Section IV.A, above. Its 
provisions cJirectXy concern already existing private medical schools;* 
but since its puipose is to encourage medical school enrollment-^ 
e^qpansion, it is assumed that either by extrapolation of the Bill's 
provisions to SHP or by separate enabling legislation, state 
"cqpltation" funds would be available to SHP. 

( ' Assunptions for SHP :;; $8,000 per medical 

student per year beginning with Start-l^?j an^ continuing through 
Full-Operational Levels 

e Sponsored Educational Projects ; 

- Background ; These refer to short-tem, 
limited-purpose educational development and. demons ti*ation grants, 
of vdiich the developnental projects listed in Chapter -11 are primary 
exanples. o 

The principal supporters of these kinds of projects will probably 
continue to be the federal government undet its various categorical 
grant programs, and private foundations . - 

The relationship* of "these 'kinds of outsiije-stpported activities 
to the levels of effort arid eoqpenditure built into fthe School's 
operating budget was previewed briefly in Chapter 11, and will be 
explaUied more thoroi^ghly here. Thepnly projects of this kind 
that have beert specifically identified for SHP are the eight' listed 
in Table 1 of Chapter 11, all of which would be concluded by 1979. 



This assumption is p/bbably the.leas.t coi^ervative of those made in 
this study because technically, the GrUns^ ^11 provides 'funds for only 
that number pf msdical students, who are^in addition to the previous 
yearns enrollment. The assumptiaft made , for SHP was that funds would 
be awarded on the basis of the: total medical .student enrollment in 
each year* (One offsetting factor, however, i§ tliat the estimated 
annual rate of $8,000 per student i^ below the maximum authorized level.) 



\ - . 

However, it has been assumed for purposes of projecting income of 
this kind, that a numbeor of beneficial projects will c(xitihue to be 
"designed and funded throughout the School ^s existence. ?heir total 
income/ relative to the rest of the School's income, would probably 
p^ak in the early start-ip* years (vixen many e^qjerimental and testing . 
activities will be required) , and then level off to'^a fairly stable 
annual^ level. 

- Assunptions for SHP : The projects 
from which the Table 8 - inccmie projections were derived included 
the eight developmental projects (Qiapter 11) covering the years 
1975 throu^ 1978 (plus a small amount of estijnated funds in sqjport 
of family-practice physician training programs, as authorized 
under California's Soig-Brown Act - Senate Bill No. 1224, Chapter 1176). 
Estimates of total sponsored edu^iational projects income were made 
for each of the years 1979 through, 1982; these estimates are 
considered to be minimum, especially as regards the anntial projections 
at full operational level. 

To coppute the portion of the total income from sponsored 
sources that could be attributed to the School's budget, an assunption 
was made that each project represented proximately double the^ 
amount of effort for similar activities that would occur within 
the bounds of the School's regular operating programs and costs. 
Therefore, income from the sponsored projects is considered as 
offsetting the School's operational expenses in a given year to an 
amount equal to one-half of the projects' combined total direct costs, 
with the remaining half of the income representing a self-paying 
add-on to the School '3 regular ongoing educational activities. In 
addition, for those projects assmed to be federally sponsored, 
100% of the indirect cost income (figured on top of the total costs) 
was, counted as an offset to the operating expenses of the School's 
educational program. The indirect costs were calculated kt 32.5% 
of the total dirept project cbst. ' ^ , • 

.As shown in Table 8, the total sponsored-project incane has 
been assigned to federal^ state, and private foundation sources. The 
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state . portion includes, for 1977, 1978, and 1979, fmcling assumed 
to be available under the Seng-Brown Family Practice Physician • 
Training Program Act; the very modest amounts shown ^o7 1980 and 
dn are not related to specific laws or categorical funding programs, 
biit based on an assun?)ticHi that Cslifomia will continue its interest 
in furthering innovative approac^ies to health professions 
education. 

The allocation of the remaining major portion of sponsored- 
project income between federal and private foundation sponsors wqs 

based on a project-by-project decision as to the more probable of 

these two funding sources. This detail is acknowledged t© be 

somewhat arbitrary, but the planning staff found such specificity 

necessary to developing reality-based income estimates. In any 

event, the amount of income projected should not be significantly 

affected by the changes that will obviously occur in the specifics 

of project-design and /or sponsorship v^en the School is actually in5)l€raented. 

The sponsored-project income included in Table 8_is only that 
portion ''available to SHP" - i.e., .that portion ;tfiat can be legiti- 
mately considered as an offset to the operating budget. (A slightly - 
elaborated version of Table 8 appears in i^>pendix 16-C: that table 
shows the actual calculations used to develop the "available-to-SHP 
portion.") 

• Basic Operating Support - Background and 
/ Assumptions Concerning giP Income Projections: ' 

The income categorized -under this major heading is nbt tied 
to specific projects, but is available -for support of the School's 
regular operating programs. The background and assimq)tions on 
^ich projections of this type of income were made, are discussed 
below: 

- Federal : The federal source of basic 
operating support in Table 8 (Consists of ''Start -Up'* funds, or 
their equivalent. '^Start-Up" grants^ authorized by the 1971 Com- 
prehensive Health Manpower Training Act(which expired in 1974 

< 202 




but is technically still in effect under a continuing resolution 
of Congress) provided basic support to new medical and dental schools* 
Grants are available for a maxiuium of four years, beginning with 
the year preceding the School's* opening, and running through its 
third year of operation. The size of grants is based upon a 
fonnula that is tied to student enrollment and to a decreasing 
perr student rate over the four-year period. 

It is assumed that new health manpower legislation will include 
some form of Start-up or equivalent funds for one or more kinds of 
new, health professions schools. 

However, in light of the unpredictability of such provisions, 
the federal **start-up** income estimates used for SHP were *deve loped 
in a general way rather than being conq^uted accordifig to any assumed 
eil'rollment-based formula. Income from this source was projected 
as lasting through only the second operational year of the medical 
and dental programs. The projected amounts, by year are: 1976 - $200,000; 
1977 - $260,000; 1978 - $.190,000r 

- State: There is currently no state legislation 
in California providing general operating support for health pro- 
fessions education schools (other than the Grunsky Bill support 

to private medical schools, income from which has been categorized 
under ^Ter Capita" forms of funding). Therefore, only a minimum 
amount of general \state support has been projected: $100,000 
assumed ta be used for general planning purposes and classified in 
Table 8 ufidef ''State Planning Grant** (1975 - 1976). There are 
precedents in California for the passage of special legislation 
to provide planning grants to developing schools. 

- Private Foundations : Private Foundations 

do occasionally make general, non-restricted grants to cover general 
educational programs, including 'those in health, and especially to new 
enterprises; by>^dt^ir support is more frequently in the form of 
specific sponsored projects, as discussed above. A conservative estimate 
of $50,000 per year from nrivate foundations, beginning in the School's 
opening year (1977), has been included in the SHP non-capital income 
projections. ' \ ' ^ 
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, - Private Donations : Finally, estimates have 
been made of unrestricted non-capital income from private donors - 
Traditionally, medical sghools have attracted the interest of 
philanthropists because of the mpact that medicine and medical 
education have on the"'fiealth and well-being of the nation. 

^ It is hoped that mechanisms will be developed to illustrate 
the merit of the SHP's advanced educational ideas well enough to 
attract gifts fran private individuals (for capital as well as for 
developnental , ongoing operating expenditures). Prospects for such 
support appear high in the San Francisco Bay area, for exairqjle, 
which has a long tradition of support for medicine and education. 
However, in keeping with the conservative approach to SHP income 
projections, only $50,000 per year, beginning in the School's opening 
year, has been estijnated for private donations. (Private donors arej 
usually more interested in funding construction projects than j 
supporting ongoing educational programs.) 

Groining of Income by "Degree of Certainty" - In light of the ' 
high degree of contingency related to income forecasts, the kinds 
of income projected in Table 8 have been reclassified according to 
the assumed degree of probability of their receipt by the School of 
Health Professions. Table 2 in Appendix 16-C shows the detailed 
reclassification of the total Table 8-income, by year into three 
majOT subheadings: I. Assured; II. Likely Additional Income; and 
III. Possible Additional Income. The figures presented on the next 
page, sunmarized from the Appendix 16-C table, show the impact of 
this "probability" grouping upon the total income projections. 

Since the "Maximum" income estimates from Table 8 are judged 
to be conservative to begin with, it is considered very likely ^that 
SHP will in fact obtain at least as much income as shown in Table 8 
(though obviously not from precisely those sources that were used 
in order to develop the estimates). Therefore, the "probability- 
of-receipt" classification should be regarded as' a "prudent -man" 
approach - a preparation for the worst possible contingency. 
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Time 
Period 

Development 
Stage 

XBtT, 1976) 

Start -Up 
Phase 

TI577-1981) 

Pull Oper- 
ation ( FulT; 
enrollTOnt) 
Level ' 



Assured 
Income 



2,020,000 



Likely 
Addt'l ' 
Income 



Possible 
Addt'l 
Income ' 



372,000 413,000 



Max. Projected 
Income 

Cfrom Table 8) 



785,000 



4,295,000 2,845,000 3,942,000 11,082,000 



728,000 1,330,000 4,078,000 



In producing the "probability-o£-receipt" analysis summarized 
above, income from Table 8 was assigned as follows: 

I.^ Assured Income : Tuition only 
II. Likely Additional Income • 

- Federal Capitation ^ 

- Federally Sponsored Educational Projects ' 

- Indirect Cost Recovery from Federally 
Sponsored Projects (explained above) 

III. Possible Additional Income 

. - FederiTStart-l^ Monies ^ 

- State -Sponsored Educational Projects 

- State Planning Grant ' • - 

- State Capitation 

^ - Foundation Support for Operations 

- Foundation- Sponsored Educational ^Projects* 

- ' Private Donations (unrestricted) . 

In producing, this particular grouping, no changes were made to 
the assunptions* about specific levels of income from any .source or 



*i.e., that portion (501) of total grant that is considered as an 
offset to the School operating .expenses.* 
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The sources of capital funds* for educational space construction 
needs have not been investigated extensively. It is likely thdt most 
of the financing will be in"the form of conventional or public 
(especially federal) loans. A wide variety of methods for financing 
the School's captial funding needs is possible. One distinct possib^'ity 
is that the School of Health Professions will be able to attract 
size^le contributions toward the construction of specific buildings 
from private donors with a particular interest in the SHP's unique 
educational goals. 
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V. gASH FLDW AND CONCLUSIONS 

This concluding section ties together the projected costs and 
income for a' School o£ Health Professions and disdisses several of the 
factors that could substantially alter these projections in the n^xt 
several years . ' • ' 

A con5)arison of the annual operating costs and income appears in 
Table 9. Table 10 provides a cash flow forecasj for the School's ^ 
capital funding requirements, 

a/ Comparison of Costs and Income . ^ * 

As shown irt Table 9, there is a projected operating deficit of 
approximately $2,000,000 for the 2 1/2-year Development Stage , and 
a deficit for the 5-year Start-Up Phase of approximately .$3,000,000". 
At full operational level, there is a $560,000 annual deficit. 

The School's c apita l funding needs, confuted with costs at a 
confounded 8% annual rate, is for a total of $30,380,000 over a 5-year 
period. (The same capital projection totals $23,000,000 when all annual 
amounts are kept at steady, mid- 1974 dollar^ prices; see Table 7 .] 

B. Discussion / 

In the judgment of the SHP planning staff, the projected operating 
deficits do not impose severe obstacles to the inplementatioh of a 
School of Health Professions. v 

It should be reemphasized that (1) cost ^ and income projections were 
developed independent of one another, (2) the ^income projections were 
purposely kept conservative, and (3) cost projections were developed 
from specifications that incorporated all components ofvthe optimum. SHP 
educational plan, without program, cutbacks or compromises that, might 
weH have brou^t the operating budget into balance. 

. The Chapter has been as explicit as possible about the assumptions 
and methods used to develop the School's budget projections. However, . 
development of assumptions was sometimes difficult, ,and in the case of / 
income, frequently based on expert guesses. In vifew of the . 
contingent nature of all budget forecasting, it is appropriate to 
point out and evaluate a number of'major factors that might, over the 
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CCMPARIsbx OF ANNUAL (BERATING EXPENSES AND INCOME. BY. YEAR^ ^^ 
(in 1974 dollars, roundedVo nearest thousand^ . ~~ , 





Estirated 
ECPS^SES 


Estimated 


Estijnated*'; , 
.."^ « DEFICIT . • 


m^EUBJEKT STAGE 




d 




Pmuary-Jiily, 1975) 
1575^ 


237,000 
955,000 


■ 187.000 


^• 237,000 
768,000 


1976 


1 1,703,000 
1 

2,895,000 


591.000 


1.105,0pd 


Subtotal 


785,00^ , ^ 


2^110,000 








.1977 


1,797,000 


1,444,080 


653,000 


1978 


2,207,000 


1,523,000 


684,000 


^ 1979 


2,703,000 ' 


1,945,000 


758,0001^ 


' . 1980 


3,287,000 


2,860,000 


* 427,000 


1981 } 


4,2&..000 


' ■ 3,610.090 


640.000 


'Sbbtotal 


14,244,000 


" U,082»000 
i 


3,162,000 "5 


rai OPERATIONAL lEVEL 




4,078,000 
per year 




' 19|^ snd en 
(full enrollaent) 


. 4,638,000 
per year 


560,000 
per year 

** 



*I1« mamxs In the •TExpenses" colunn «re froa Tables 2, 4, and 5, The aaomts in the ♦^Income'' coliwn are from Table 8. 

*^lUs Is essentially, but r.ot ^rictly, a cash flw statement - for the'followinf rcascDn: It Is assuned that both cost 
and incooe inflation will keep roughly apace of one anoLher* However, due to the varying speed ^i^^^^ich the effect 
of each Und.of inflation will be realized, it is probable that the Schoors receipt of incoae will lag behind its 
ptywcnt for expenses for any ^ivenjitjc period, ' 

*Vai fiill years refer to the acadcndc year beginning in July, and relata to the tijoctable for iirplencntatian of 

the School of Health Professions at UDP/PtC 

<hhe specific source of inccne has not been identified; it can b<? assuwd that awun# equaling the projected expenses 
for this one-half year can be fouid. 
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TABLE 10 

ESTIMArED CAPITAL FINANCING NEEDS 
FOR A SCHOOL OF HEALTH- PROFESSIONS , 
BY YEAR 

(Amounts' rounded to nearest thousand) 



. .. . All entries are 'e:q)ressed at levels, inflated by an estimated 
j8.% per-year rate of inflation. " 



' YEAR CAPITAL NEEDS^ 

Year 1^ (19753^ „ ' 810,000 / 

Year 2 (,1973T' . 4,666,000 

•Year 3 C19773 7,558,000 

Year 4 C19783 8^163,00o" 

Year 5 C19793 . 9,185,000 ■ 
■ . ' ■ . 30,380,000. 



^Corresponding approximately with the first full yea,r of the Develop^nent^ 
bt^e described in Chapter 11. ' y . . ' ^/ •* ^ , ' ' . ' 

^All specific calendar dates > expressed in acadoRic ;; yoars;, -refer to, 
^ School that would be iniplemented at-UOP/EMt<^' . 

^is •column corresponds precisely with the ri^f^^d column, ofi^able 7 , 
of this chapter C'TBstiinated iSchedule of Capital, ExpeiiditureV for a S^idol 
of 'Health Professions") o ir , . ; . ^ / ' ^ ' . 
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next several years, significantly alter the SHP budget picture tljat 
has b^n developed in this report. Some of the considerations have 
been ipentioned in previous parts o£ this chapter; ^others are being 
introduced here for the first time. The factors are groiped according 
to whether their anticipated inpact upon the financial prospects cff SHP 
is negative, unpredicta6lfe (or neutral), or positive. Naturally, no 
conclusions can be ^rawn concerning those factors vrfiose mgact is 
currently unpredictable; however, in the,staff*$ judgnent, the -potentially 
positive factorSi^outweigh the negative ones. A discussion of these 
several factqr^ follows: 

1.; Potentially negative factors: / There are at least twp* 

significant factors that could have negative effects ij?ion'the projected 

SHP budget. Bot^wduld affect all health professions schools, or at 

lea?t ^1 new or proposed ones,\and not sinply the School of Health 

Professions. * - 

The first factor is. the conditions that be attached to^ 

federal si5>port for health professions education (HPE) . Even assunnng 

that federal fmding continues at approximately the levfels forecast, 

for the SHP income projections in this stu<fy, it js* probable (as ^ 

indicated in Section IV) that there ^will 'be an increase in the scope 

and number, of conditions placed on sdiool ^ receipt or use, of those 

fxjtnds. "Some sdlools may interpret these conditions a? prbgrauroatically 

_0r financially restrp-cting and therefore not accept the available .funds; 

in other case^, the federal officials who dispense the funds may find 

^institutions to be ineligible. 
*'*•*,« * * 

This consideration is most ipimeBiately relevant to the future, of ^ 

federal' capitation (as, discussed in Section IV), but it applies to 

otl^er forms of^pehding' federal support for HPE as well.* * ' 

The second njajor factor with a potentially negative effect upon 

the budgets of health'professions schools, includihg SHP, is. the 

•current declining and unpredictable state of higher education. in \^ > 

general. The increasing financial predicament of libdral^' arts poll$.ges 

has in5)lications for- the availability of siropprt for HPE since .bpth 

general and professional hig^r education programs/ frequently" c , 

fpr the same dollars ♦ • ' ^ * ^ « •> * : ' v \ 



The conpetition for educational si^port from the federal and 
state governments, foundations, and individual donors is ver/ ^strong. 
The/ potential support^for almost any new educational venture, is 
therefore uncertain; quite apart from the merit of individual programs,, 
the total amounts of available dollars is sinply not. keening ^ace with 
the demand for their use. - ^\ i 

2. Unpredictable Factors: There are two potentially significant , 
factors in the HPE picture v^iose inplications are currently, uncertain 
dr unpredictable. These need to be kept in mind so ^.liat the fiii^ 
projections developed in this chapter can be reejcamine^ as^ their* 
implications do become clear.' • . >• • ' - 

First is the general future of public support for the^ educational, 
patiejit-care, aijd research programs that ^re .carried ,o£it in' academic 
health centers. Since health nrofessions education has come to rely 
increasingly upon federal and (more recently) state ^governments for its 
support, any major funding cutbacks in these sources will force schodls 
to substantially curtail their current programs imless they can find 
offsetting funds from other sources. 

The nature df federal (and also state) s^uoport for HPE is, ptesently 

%undeigoing basic changes, with implications that ar^ far fipm/clear. ' 
Ihus, it is therefore virtually inpqssibje to predict the overall net 
effect th^t'will result from prospective changes in'th6 nature of 
public siqDport for' HPE. But it is unquestionable that the impact of 

'probable changes will be immense. . ' . 

The second potentially inportant.but "unpredictdbje factor is 
closely related to the one above. This is, the "(;:prrectness" of the 
basic assumption that the non-instructional research and patient-care 
activities of the School of Health Professions will be self-supDOrting, 
an4 that the School will need' to find funds for its educational programs* 
only. Since -the federal government, through Countless -mechacnisms, plays 

'a major .role in financing .all .thr^e. of the major activities conducted 
in academic health centers, the vaiidit:)^ of this fundamental assiirtption 
used' in developing the SW budget is Jiij^ly dependent upon futute trends 
in federal stpport. ' ^ ' ' / > ' " * " 

\ Ihis is§ue has two facets^ The first is the total! level of the 

;cj>iiibined funding available (^orm all spbrces) fpr:§.ll three Mnds'of 



.actiVitiejs. The second is the degree to v^iicii finds as^sighed or 
a ppropriated to any one o£ these activities can or inay "actually be used 
for any other. For exanple, mejdical- and dental^ schools have often used 
income from patient .care and research to si^i^sidize tJieix^leSjcational 
budgets; however, the. decline in* federal biomediqsd research dollars, 
and anticipated increased restrictions on the use of tJatienf care income 
for educational jptirposes can be expected to. make it diffijCult'for Sffi^ to 
subsi^ze its educational' program from .either of these two sources (and, 
in the most pessimistic cgse, could irt^an a curtailment iif the School's 
patient- care^ and/or research activities). However, patient r care income 
may still end iqx being indirectly contributed toj^ard a scheJdl's- 
educational -program expenses via a well-designed ^d, "profitable" faculty 
service plan^ \vhereby faculty return a certain percentage of their 
professional service fees to 'the School.* * ^ ' • 

3. Potentially Positive Factors : There ^ar6 two bxg^ considerations 
that suggest that the financial prospects • for a,Sch6ol'of Health 
Professions might be much -greater th^ they appeal to be from the 
projections de'frelpped at .this time. / * 

'.The fitst cOncetns the general conservatism used in developing the 
Sdiool's budget needs. A conservative approach was applied not only to . 
the income projections, but to the ^-pst^-pyojectidns. weli.*^', Not only 
was the operating budget based* oft the ideal, SHP educational program; it 
also included costs for i^ever^ items. that }iealth 'profess ions schools 
very , frequently do not haVe to pay/'jiWo significant ones that 
were inducted in the *9IP. budget., are clinical . resource ' payments arid 
fu ll c ompensation of all 'faculty' (i.e., ho 'vplmteer faculty) ,.^These two' , 
items, constitute a significant pOrtiojj of the Sj±ool';s aniiim oplrating 
elpenses: it is^e^fimated tj^at the.ius.e of volml^er facult^/cou^^^ reduce 
thV5 Sehool^s annual budget by-as mudi*as 5 to 10%; and ti?e cXin'icai\ \ 
resource cost (at full-ope tatiohal leA^l} constitute^ approximat0i)^ 10%,;, 
of the total annual operating budget,.' (The oir^^siosrt o£ airjr allpwaqc^ 

,*,This possible source of i^icoire for SHP ?s educational budgi^t was j ip t ^ 
taien' iJlto account in the'income^ projecticris ^developed 'in this .repoft. ; 
Faculty service plaijs are^re'ferred to^again iri the fiiial chapter of tgis 
reppfrt (Chapter 13 --'^Suinmation - Beitiainljag TBsk$^^) 
discussion concerning tH.e financing 6£/^^Scj^oX^s 



. for voitp^te^ because it was £61t that^ I \ 

^ \9?luntee^^ be expected to. have .tbe kind of time . 

to ^ ^tfiat Ys require4 for e£|ectiYe 'implementation of 

.vvj^'. * 'lfte,;Sl[ibbRd raajbr ikvorable prospect for the School's financi-al \ \^ / 
•Vpict}^ is .thp .'fact, that the School's pr^rities arfe similay lo; those of . \ 

tfte pti)lic, 0X[n^^ssed by both consumers ^d public official?. These 
''\p'ri6riti!?.s areT primary care; inprovejd patient-^access to health services; 

iirpi^bved org^izktidn of heal'th-tare delivery; , increased utiTization of 
'allied health projfessionils and "physician- extenders*'; a broadefning pf healtiv; 
' related research 'to include investigations into the provision of ^:are (in 
. additiofi to' solely biomedical research); and the eliminaticai of lock- 

Step .curricular programs that make it difficult for either financially; 

dis^advairtaged or educationally independent students to pursue careers^ 

iri\the^ he.alth profess^pns. ' ' , ^ . i ' ' . , " ' 

. If .the salient and distinctive features of the School can be 

clearly conveyed, it seems highly probable th^at the Sqhpol'tan win v 
-proponents v^o will not only value its' philosophy but vAo can* also-' 

proyide sufficient financial support to make itfe implementation a 
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Simmh REmiNING TASKS 




CHAPTER SUMMARY 



Significant aspects of the School of .Health Professions that 
require additional consideration, clarification or testing are 
discussed^ These include: further consideratioxis of curricular 
details; the development and implementation of continuing education 
programs; testing of the student'^selection process; implementation 
of an affirmative action program; careful design of a student services 
program; systematic analysis and prediction of student flow and 
scheduling; and further detailed planning concerning the education, 
patient'' care, and financial aspects of the proposed SHP clinical units 
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CHAPTER 13 
SUNMATION: REMAINING TASKS 

I. INTRODUCTICN 

The present report reflects the results of a two- and-one -half- 
year examination of the concept and in5)l€mentation of a School of 
Health Professions* The School's key educational features and financial 
requirements have been identified, described, and evaluated. 

However, the work is not finished; a number of significant aspects 
of the School require mre consideration, clarification, or testing 
than was possible or appropriate in the context of the stvdy that is , 
now drawing «to its conclusion. Some of these remaining tasks have 
clearly been suggested in preceding ch^ters of this report (especially 
with regard to the developmental projects discussed in Chapter 11). 
Th^ purpose of this chapter is to take inventory oF some of the mst 
significant items that remain in need of further specification or 
resolution and to suggest the means by which they should be ^roached. 

It is hoped that this chapter will also provide an accurate and 
useful perspective from viiich to view the acconplishments of the 
present study, and that it can provide a point of departure for those 
who are interested in pursuing, the iii5)lementation of the concepts and 
plans, that are presented in this report. 

II. SOME REMAINING OONSIDERATIONS 

ac ^ 

A. Development of Curriculum for Nurse Practitioner, Social Worker, 
and Clinical Pharmacist Students * 

Delineation of a sanple curriculum for these three health 
professionals, was not included in the BHRD-contract scope of work; the 
three sample mDdxale study guides on diabetes'mellitus, hypertension, and 
obesity .(included as Appendix 1), include health care coordinator,; 
medical and dental students only. The curricultrai for the remai^^jig , 
three kinds of students will be hased on an identical modular approach, 

.-^ ' ;^ 
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and these three categories o£ students, can easily be incorporated into 
the modules and stud/ guides in. th^e manner described in Chapter 8. 

A second aspect o£ curriculum development for these professions 
includes a re-exaitiination of the initial* list of high-priority 
patient problems and diagnoses presented in Chapter, 2. The re- 
evaluation will determine whether the list of patient problems ; 
developed in this current study omitted' any problems or diagnoses that 
meirbers of these professions frequently confront, but that were not , 
identified because they are. not strictly "medical" or "dental" 
problems. This determination should not be made untij faculty for 
the nurse practitioner, social work, and pharmacy programs have joined 
the faculty during the Development Stage ^ The Same re-examination 
process is, of course, equally applicable^ to .the further dei/elopment 
of the medical, dental, and health c?ire coordinator curricula. - : 

The Health Care Coordinator • • / 

The functions of the health care coordinator, a new category of 
health-care provider^ a^^ less clearly defined than those o£ the othkr 
professionals prcposed*for .ijiitial education by the School of Health 
Professions. 

Some of the difficulty in defining the health care coordinator'^ 
functions stems from the planning staff's reticence, on pie one hand, 
to ascribe to any one individual the full range df coordination 
functions that are required (e.^. , various clerical, administrative, 
and interpersonal functions) , along with an equal retice][TLce to* assign 
these functions to more than one person, since any further proliferation 
of the number and kinds of providers potentially magnifies the problems 
of coordination. . - ' 

Further specification|Of the responsibilities of the health care 
coordihatof will be determined by (1) examining the problems and 
successes of existing providers who have similar patient- care 
responsibilities (e.g.,'' the Family Health Woricers at the Dr. Martin 
Luther King Jr., Health Center in. New York'; the Patient -Reprcsent at ives 
recently introduced an the Outpatient Clinics .at Pacific ^fedical Center) , 
and (2) iitsights gained through experience in the School's Health- 
care deliv|^ settings^ including the specific developnental projects 
discussed in'*'(Siapter 11. h a i ' 



E3q)eriinentation will avoid the pitfalls of a purely ^'theoretical" 
approach to determining the role of the health care coordinator. 
Fiist, without reference to e:q?erience within an actual health-care 
delivery setting, it is easy to* lose perspective and to (in^propriately) 
ascribe to the health care coordinator (and to the health care- 
coordinator curriculum) all those functions required for the team- 
delivery of health care that are not performed by one of the other 
kinds of professionals represented in ithe student body. 

•Secondly, the optimal list of a health care coordinator's 
duties vis-a^vis patients and co-providers is higjily dependent ipon 
the specific staffing, patients, services, ^d organization of the 
given clinical setting. This fact increases tlje need to address this 
issue through e:q)erimentation in a specific health-care deliveiy ' 
system. 

C. The Curricular Stages 

A description o^ the curricular stages corlcept developed for fhe 
medical, dental and health care coordinator programs was presented 
in Chapter 2. 

The concept of curricular stages arose in response to a nimber 
of closely interrelated needs. These included visualizing the content 
of each of the professional curricula; estimating the probable 
duration of eadi curriculum; planning the flow of students ahd patients^ 
through the curriculum and the clinical units; quantifying instructional 
and facility requirements in sufficient detail to determine costs; and 
determining educationally desirable sequ^ce restrictions in the 
curricultmi. ^ * 

The delineation of these stages helps - in fact; may be required - 
to proceed with detailed educational and financial planning. However, 
the inplications of the concept of stages for the SHP principle^ of - 

0 

self-pacing and self- sequencing have not yet been fully clarified. 

Further theoretical and practical considerations of the meaning and 

the usefulness of the curricular stage concept will be required in* ' 

developing the School's educational programs.. The applicability of 

the curricular stage concept to the niiirse practitioner, social work,' and 

pharmacy programs should- also be examined. 

* * 
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D. Development and Iiq)leinentation of the ContinuiTm-of-Education Concept 

This continuum refers both to the availability of the SHP^ 
curriculum for use in continuing education pit)grams for practicing 
health-care providers and to the Use of information from practitioners' 
practices in updating the SiP curriailum. 

The increasing attentioh to re certification, relicensure, and 
professional standards revie;^, is expanding the demand for continuing 
education programs, and immediate consideration should be given to ^ . 
inpleraenting the continuum-ofr^ducation conponent of the School of 
Health Professions. ' ^ 

The module self-instruction, and self- assessment features of the 
SHP curriculum lend .themselves to^easy adaptation to continuing 
ediiqation. Hie curricular materials should be directly iitili^able 
by practitioners, facilitating the economical use of the School's 
resources. . Htys, the addition of tH^e continuing "education conponent 
should have a Animal effect on the other programmatic and financial 
aspects of the School that have been e^xamined and presented in this 
report. * ' • , 

Utilization and peer revipw will be a likely means tJ^rough \Aiich 
the experience of the health professionals, in the form of patient 
records and other practice data, cian be obtained by SHP for use in . 
curriculum revisions. This* infon]|)Ption, along with conparable data 
obtained from SHP's graduates, will insuip that the School's 
curriculum is responsive to changing health care needs. 



Student Selection Criteria and Processes 



The principles guiding fomulation of gtudent-selection criteria 
^d processes congruent'^with SHP objectives were presented in Chapter 4. 
However, the specific criteria and .procedures for their application 
need to be established by the Schpol's initial. faculty and administrators. 
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Ihe fundamental challenge vis-a-vis' student selection will be 
to develop and ^ly standards that can successfully identify students 
who are nost likely to become conpetent practitioners with a comnitment 
to, team- oriented, humanistic patient care/ Particular attention will 
also need to be given to developing methods for assessing an qjplicant's 
capability to handle the SHP curriculum, and to assessing those factors, 
such as judgment, motivation, communication' and pertinent e^qperience*, 
xjpoti whida final selection should be based. 

F. Affirmative Action Program (Students and Faculty) 

Further development of educational and student svpport services 
is necessary to ensure SHP's commitment to providing eiiployment and 
educational opportunities to capable individuals from all socio- 
economic groijps. 

Attainment of this goal requires modifications ii> the traditional 
methods 'of recruitment of both faculty and students, in, order to attract 
a sufficiently large pool of qualified applicants, from varied back- 
grounds . ^ . • ^ 

Many features of the proposed Sdaool of Health Professic|is# appear 
^ to be particularly appropriate to th^ needs of educationally dis- 
advantaged students. These include the enphasis on self-pacing, self- 
evaluation, and small-groip, individualized instruction and advising, as 
well 'as an intentional reduction in the high-pressure and conpetitive 
atmosphere that pervades the , student environment in many health 
professions .schools. ^ . 

The unstructured nature of the curriculun may be disconcerting 
to students vtfio are faced with the challenge and responsibility of an 
individualized program at the same time that they are.tiying to master 
its content. The resolution of this paradox probably rests in the 
provision of plentiful tutorial and advising time. ^ This is costly, and 
it therefore requires that a firm priority be placed on its provision. 

In addjition to educational si5>port, significant amounts of social 
and financial si^jpolt are. required to help students from educationally 
and/or socio- eponomically disadvantaged backgrounds. These sipport 
mechanisms must be available from the outset. 

244- ' ' 
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G> Student Services 

It;is probable that the unique academic program and structure 
*o£ the School of Health Professions \d.ll create distinctive social, . 
physical and psychological inpacts on students. The effects of self- 
directed and self- instructional learning, of heavily inteiprofessional 

4 I 

leaming, ^nd of individualized educational programs cannot be fully 
predicted prior to inplementation. In theoiy one would ai}ticipate that 
student administrative and personal services would need to be more 
sensitive, extensive,-* and far-reaching than those customarily 
provided in more traditional health professions educational settings. 

' A broad range of non- academic sipport services, including 
counselling (career, financial, psychological), canpus an^ clinical-^ 
site housing, academic scheduling, student health eenlces, financial 
assistance, transportation, and child 'care must be provided to support 
the distinctive leaming environment of the School of Health ' ^ 
-Professions. , - 

Student services are often seen as being of secondary iliportance 
to strictly academic functions. However, in the School of Health 
Prpfessions they will be an integral part of the School educational 
program. Student's* participation in the on-gp^ng evaluation of the 
School should help assure that the sipport services are adequate to ' 
their perceived needs. . ' 

The initial deline^ationTand design of student services should 
occur, during the Development Stage so that ^adequate and appropriate 
services are in effect by the time the initial students arrive. 
Thereafter, the^scope arid effectiveness of the various' services 
should be continually reexajiiined as experience during tlie School's 
early operational years begins to indicate the full-range non'*academic 
ramifications of the School's innovative educational environnieht, 

H. Student Floi^ and Scheduling ^ 

Both the interrela;tedness of the many components of the SHP 
educational plan and the School's determination to avoid predetermined 
sequencing - of either clinical or non- clinical leaming experiences - 
may lead to conplex logistical problems. A total absence of predictable 
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• student* flow in and ptit o£ the clinical unite and in and airong the ^ 

*¥arious modes o£ learning experiences is adndnisfratively and financially 

.impossible and, where the provision of patient care is concerned, 

ijjtolerable. Therefore, some restriction on sequencing of learning 

will be required. • ^ • 

It is impossible to visualize completely the outer boundaries of 

sttdente ' flexibility in moving throu^ the curriculum without . 

** - • - • » 

actually inpiementing portions of the cijrriculum. Sophisticated methods 

of flow simulation may be required to identify any logistical restrictions 

'-on students' flexibility. ' ^ ^ . * ^ , 

Theoretically, it is anticipated that the adiievement of 

satisfactory "flow patterns will not require numerous restrictions 

that conflict with the SHP curricular principles of self-pacing and 

self-sequeritl^ng. . It seems likely that certain learning patterns or 

progressions will - becau$e of their 'internal logic - l?egin to be 

followed with enou^ regularity by enough students to be used as 

basis for predicting and accommodating student flow. NbreoveY, it 

will becoiie easier to predict student flow once students rejach the 

point of assuming major responsibilities for patient- care in the 

clinical units. ^ ' ' ^ 

I. SHP Clinical' Uhite - Development, Staffing, Financing, and 
Student Utilization 

discussed in Chapter 11, development and orgaiization of 
model clinical unite vill constitute a major activity o£ the School's 
davelqpipent and early' operational Stages. The following discussion 
relates some important concerns regarding the development of these 
units and- their relationship to the School's educational programs.' 

1. * Urban and Rural (Remote-Sit^ Clinical IMits: To date, ^ 
clinical unit planning has concentrated' on the proposed central clinical 
/unit; the characteristics of the urban and rural linits and their 
contributions to SHP curricular objebtives have been only broadly 
-defined (see Appendix 3); 

Ideally, the planning, design, and development of the thrpe kinds * 
of units should ^occur in parallel fashion tj0^ avoid distortion in the 
balance of the experiences that each provides for Sff students . 
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IramediatQ attention should, theip£ore> be ^vfen to Bringijjg specifi- 
cations and plans for the urban and rural * units, to-'a ponpaiiabie ' 
level with those for the central clinical lihit. • J- ' . . ! 




2. Facilities Development: The sites, for the various clinical • 
units need to be identified, and the speci fic^. plans for; remqdlpllaiig or 

jistructing.nuist be developed and iirq^lemented. , \ ^ ' V'* 

re and nore con?)onents;of the School of He aldi 'Profess i^ons V 

fall into place in the course of the Sdiiool!s operatioh^ it '. ^ 

* • . , ' ' ' ' \i > , 

etoine possible to determine the nunfcers of uiban' and rural 

iiiical units that \s\P' be needed. As discussed in Qiapter, 11^ initi^^^^ • 

affiliations with a vaiiety of .ambulatory primary- care '^rlente^ J. ^ » / , 

health-delivery sites in rural arid urfari areas may be used Until 'the . " '\ 

School's urbap and rural clinical units aip adequately de'Meldped. ; 

3. Staffing; ' Ihe initial 'staffing of .the cliiiical liiits by . V /rj 
SHP faculty was ^ discussed in Qiapter. II. . ' Staffing by the additional / ; . 
kinds- of providers ; ^including house staff,^ as well, '^.by 'slnadents-, now. ' ' 

, needs to be formulated. ' *. ' / . •' V. ^ . ; * '* ' 

Preltn^biary patterns must be desigjxgte^as/a point 'bf departure; ' . _ 
for beginninV^^ operation' of the SHP clinical. lAits/ Hot^ the ^ "-/^^ ; 
optiml patterns will oniy^ ejiBrge as.a're^t of" the experience' gained ... . [ [ 
in the developmental and early operational years^ot th^jScKocl^* in\ v ; \ ^ * 

' * f \ .X-.'. ^ .c, :. 

response to the School's educational programs -and to* - the vi^^^ of the' ' ' \ " * 
^communities being served. ; ; " *^-->\'**"*>/ 

The staffing plan outlined in the :VReport^of^flie;Task^ Fo^^ fpt't " 

, Consideration of a School of Hisalth ProfeVsioris"'7(ifiGiu4ed as" , • - 
Appendix 13) is a preliitdnary.att^iTpt to .develof) k'j^artiai 'stjaf^ing* \ ^, 

pattern for the School ^s ^^ptr^ . • / 

^ , The establishinent ^f staffinj^.ffetteras 's^^uLxl not overlook 'the * \ * 
need to'sdiedule into .piiniq qperatio^\a,sufficiertt\pt)unt of time ' \ * '[^ 
reserved exclusively for' conferences among t3ie* various providers/ J 
involved'in the trestmen.t of in^vidual patients/ Failure to' make .sudi . , \ 

' tiiTisr available results in. ad-hoc and fragrneiitaiy^cpmiinicatio^ ' 
the providers, a situation , that. i5 detrimei^^l to ;genuine^, " < ; ' 
cojiprehensive', team-qare delivery. ..^.^ •. , *' " * i •. " .. [ 
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; . ' .^: . 47^;^^^^ ..There" "is* np <Sne irocier 

, r H6althr^^5i^ ^S^Xivety teani; " The , «iTpas^itidii/p£ ^e 't^m '^d^thft /J . . 
' , ' Idistri^tttim functionf^ amoiig. its itenibers will vaiy acbotding to tHe 

- , - .^selected :^|'' SHP.Kill,*b€..^Je tij form .vqrlcable teams to tine dliiiicair^ . 

. /l. * .'rmit,.^s^e^tt;i^^ .enVi'Sionel^ for the School, " thoii^ ^tHeJ^-^inisht not ^ / 
[ /V \ . ^/cpnst^tali^f Experiin^tation vat^^^^ 

...I;',- J..,, rxlimcal' shoplci .produce p^tt^rp^ of delivery "^hat. a:te. c^tin^ / . 

; f (jr eadi 6f:^DSe i|hijs^;^.!ut-.lt ' -} 

.,prescnp,tion for the optimal ihaim^r of care-^deJivery otKelf .prinai^^ 
\ care , delivery 5^ It vill be cHtical to sti^^ . 

. ^ . ..set,, u'^et, of specific criteria by vfliidi.a particular te^ coiiposition 
■ and -its funcf ipiung cdn, be systejBati , 

' institutijfig ne'6^^ ' • , ■ • : . ' 

^ . Because .go^aduates of SHP'^vilt.be' Woi^cing. in a widi va^ifty Qf ; 

... .^ . set;tiiigs-and^With ^/Variety of kinds of heail5i pipfessiqnals the SHP 
. 7 , . /curjlciiliin 'for ea^/of the profesMoris vdil. ejip}iasiz[e .the Requisition of 
. ^- ;co^et^cies uj. interprofi^^^ cojirou^ arid orgailzatj^al / . 

. . ' Skills, so th'^t graduates >all.^t^^ able to detepdne the^teSn approach , 
\ that;i^^ . 

^ \; 'V \ S.^> ^We7i)3^.of and Care-jPeliveiy: . The planning of 

, ' * • .;,:c:iihical'unilis^ tp iake-.intp account the fact tJiat the ' ' 

• .. participation by students .&,.'any health- cafe delivery system necessarily 
' alters the. general nature arid delivety patterns of .that system.. As a 
consequence,, th^ environment -in vAii^d^ the student is . observing and 
\ ieamirig can' only :be?a 'mocte^ of car^-delivery in an acad^jnic setting. 
' . This observation has particular implications^or the School of 
..-.Health Professions Vith' its heavy reliance iroon anfiVlatory-care 
' . • clvT^icai trying (especially in the central clinical unit) , because 
^ \\l3ie degree of distortion from a "real wrld" model of anbulatory health 
care iJicreases ;ajri prcjportion to tii? pu^ and kind$ of students in 
. the delivery system. : . • ' 

[ iri,'*integrating tiie jLnstructionai..and the patient-care objectives 
the .clinical units, considerable sophistication will be required to 
* assure, that this distortion is clearly" Recognized and minimized. 




Inadeciuat^^e^^ 'acc?5nro4^^^ th^s .effect ecnjid easily . 

.resiiTt, an ^Johifi^'iOT lo 1)S>th students and ^atidnts , ' . One wa^ ' to" iirikiraizl * . 
the pixifelefeWiU.^^^ cliRic&l iiiits ..dperatpg 

snibaMy T>e£6r^/9tl^ and that *stijte|ite 'are - int^^ , ; * 

gradSjEail^-: . ^^/^iniji\^teif Ci^t^tiJtZ .prdje'ctions pf ^tud^ftt. i^ai^g , ! - " , 
'expe.3denbes.a3^\^^H&^ 5-ii, aiifeulalfoiy-care settiiiSs' * *• , 




■ cli!nicA':m'it^ have not" T)eeri deVeli^d* fi^:.ikitThe^ • 1',-^ 7 L r- 

. * . .!'tIve;.Bdi^iM's.^€^^ . .V. .. . J 

6f .,ha,Hc)n^ iegislattoft rfrgat^ng 'n^tion^^h'eid.tJi. and * ' if'/' \ J 

, ^ln . optWsHc .-.e$si^^;-i, '^^^dr^pf ' S^ix:^^, tami^.Mx'd.Q^ '- l^tm. - '[ ? 

. . ..are 'njuch in&ife^ll^^ 



'V • r. ^ S ■V;^. v^.':; .. . . 

r . . iiosj^taUzation plan?. • -111^- .(ifeVelOpa^ ,af yiablCls^'^^^ ' 



• ' care -«in^.weA''i, •P¥roeii.;i^ie...ua jLii^^c«44i& K*^ -P^^. yi-a+»- . 

^ S< . " Iiidiyidual? . thfe' fiiiOTCi^^ ^dhd cperation , ^ 

v.^ 1", "^tK^alieh'ii^ iAto ' the' relation- ' * • 

: - ;7,'/- ':5lijtpiriiet^^ ^d',pati,enir care .will lie'^gaged iriDediat^ly. 

f,.'. - J. '. >^V-./ex^i6Hng^a^^ fiei'tlioSs of ci^ating. %p2t)pri.ate cliufdcal . , 

'«• ■;•-.'■.,'.■• '' '• " •■ - -. . " . - ' ■ ' 

/.• - :i .'•■■«';.. ■' ^ '■- . * .' ' , • " , •'* 

r» r ••■ -'^i.V' " . . ■ - ■ ' . - - , . - ^ , . 



; *A" concise 4is(:xiss|on thes6 budgetary effects (and of a comparison 

>.v^.,'r;.' ' ,...f Vof the ielsftiwly'^ marginal costs of adding teadiing into an 

. /'X^,. * fimfoulatoiy^cal^^^^^^ than into an inpatient setting) is on pages 34 i 

' ' l'^ * ' " and 35 pfr l^dexal ?4anpower Legislation and The Acadeipic Hea^^ 

, M Interik'RSport* jgy Grace M. Carter/ et al, April, 1974 Cpr^pared^, 
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, . /fTOfll^'inie Planning -St^f ' . • 



. - The process of 'plannjltfi a'Schdal bf .Healtii^ ProfesFsioiis wals not ' ^ . 
without difficulties ♦ " i^'tlus ^Mteiwotd :we .>arit to^ personally rfelate \ % 
• ^: /^9*"5. of the pfbt^l^ that.w^,,,45iacovnite^^^ vSie!re- hindsight perijlts'c 

. / I ^igate ^how afre m^t.^have avbiobd.or^xe^dlwd- th^'se'-prtibxeins in the . /: * \ ^ ^ 




, ' . *^ Spjne ^^confusiqgj re[$<Ute^i| the scope ^of^Vorlc' of Bffl^D-supported \' 
! ^/ feasibi Hiy jsttxfy cohtr4<;i* 't^ie, conxuj^i qente^eVi around contractual 
. . y r^w^r^n'^^i^^^ hpth a gdnjer^ ;^ptdtdft^ model of ;an SHP. \ ^ 

^ \ -iij^x^l BoSi tJae grating. . .f y^ 

l,^,;., ^ J^agQnt^ sffi^ sissess the relative 

\<:\\, ^ foxmi xt,x^ to* develop *bb±^ Hbjfeis sinjultgneQusW, : • . ' 

,/ K\ More cie^lv defined* ob^^ 

' * ^•the'S*i5]portifig^ageh<^ atnd^ those involved ih/C^md^ feasibiljity _ 

« /','-■■' ;■ , ' ' '.' •, -• ' 'w .. - . •. ■•. • - 

''^ ^ :' Implement the Sghool " " •. /.'C . .• • ; ■■ / ' « .. 

. * , , ' * rmplementation of a Sdibbl Was not inhe;rent in th^ charge .vdth ' _ . V' ' . 
* / vMch the present examination of a nfew kiild/p^ Sj^^ / \ , 

; ; Pjxjfessions. was undertaken. .Federal contract 'fmds aiiS Iq^al UOP/PMC . v,, 

^ . 'stppoVl ivere jfor purpbses •o^ stud)f ,^nd pl^ff^^ . . . / ^ 

Further qonudtments were* clearly "oqiiting^ht ;^n .the * ! . ^ ^ \ 

' ''^y. oijtcoine 'of /the ]^roject . » ; * ^ ' . » V - :; ' ' ^ - :: : ^ V . . , 

, ' V ; . / TKis; sjL tuatioji' had negative ^inpli catldiis that ^bjE|,caJJlB.* increasingly [. , \ 

' \ 'app^r6iat'^as o^r initial desigii of the-'School.rieaVeii coiopletion ^d'as 




' that specific ^as' o£ the SHP educational plan (e.g. / the design of the 
; •dtinical units,, the faculty training program) required testing and 

* deinpiistration in-order to be ^equately evaluated and effectively 
blended intp the total structure of the School. With neither a 

. continuous source of funding nor a comnutment from a. university to 
uiplement the SchooJ., it was difficult /to evaluate such features and, 
thferefpre/in pur opinion,^ to enhance 'the usefulness of the project. The 

• confcination of being, imable to move' from theoiy to action and of being 
conceniB^ .over the uncertain future of "the School interferred With the 
momehttzra of .bur i^lahning through siphoning off both emotional energy and 
/ time that had to be spent In seeking funding to.* expand and contijiue> 
our Hpik*' , 

The diffjiculty of obtaining continued funding and an institutional 
<:oinrnitraQnt, to inplement are closely interrelated. Several atteirpts were 
mad^ to solicit funds f6r purposes of demonstration or inplementation of 

* the School of.Heatlth Professions. These efforts have turned out to 
be/'a classic ''Catdi* 22'\situatioh; without a reasonable certainty of 

'financial sippprt, a, small private ;uni vers ity ^ (such as the^ LYiiversity of 
/the Pacific)', is unlikely to conmit itself td inplemsnting a s'chobl of 

.Health Professions in fear of jeopardizing its existing programs. Yet, 

'unless p4 u^til the' university makes such an initial commitment, 
, fGtnidatfpns>;; government agencies, and various private sources of funding 

are un^rstaridably cautious about promoting any further developnental 
^-'wo'ik.'^ Hiougji'pur only direct Experience has been in the context of one 
^]g)art$culaf^uni.yersity,. a similar financial dilemma would probably 
VpQ'rtaih in4:he'case of any- potential' SHP inplementation site and 

lp6n"sdr^^a(^-^hough the specMic source of the caution^ would Ysry , 
;,jvi4ely ft^ia institution to institution (with some common considerations 

aj^fecting 'jnost private versus public universities, most small wrsus 

large, t)ries, anS so forth)/ 

/ . • ' * ^ * ' ' ^ • 

. . The c'^ution underlying this preHicament is very understandable, 

ant^' was, in .this stage Jf^the development of the SHP concept, probably 
^un^oidablei We were, after all^'^experimenting - attenpting to break 

5iew ground. But -we hope tha^: the conpletion of' our work, as' represented 
^'tj^^ this report, will now-make it possible for the School of Health 

.Professions to obtain both^ the. fimd^n^ and th6 institutional 'sponsorship - 

' ' . ^ <^ * . ^ ' • ' 



whether at UOP/PMC or else^ere • needed to become an operating 
reality. 

* Constitution of the Planning Staff > 

The clinical backgrounds of the menfoers of the senior planning 
staff are medical. This fact tended to create a definite, albeit 
'recognized, disproportionate planning enphasis on the physician- 
training aspects of the School's proposed educational plan. To counter 
this tendency, 'we attenpted to involve non-physician health professionals 
as much as possible, j^ithet* on a ccnsulting or a volunteer basis , 
especially 'in the selection of initial professions to be trained in 
the School and in the development of the sample curriculum. As 
effective as such involvement was in our case, sixA interndttant 
involvement is ^generally not sratis factory, because it tends to limit 
those involved to reacting to ideas that have already been shaped and 
developed rather than pemLtting them to participate in their initial 
foimulation. • > . , - ' 

It would have been vefy valuable, once the initial categories of 
professionals to be educated by SHP were selected, for representatives 
of each of the selected professions to have b^en enployed as full-time 
menfcers of the planning groip. In this way, their attitudes, knowledge., 
and backgrounds would have influenced more directly the form of the 
School and helped to assure a consistently inteiprofessional focus to 
the 'course ahd Content of the planning. 

* Te am- De ve lopment 

From the outset, we made a conscious decision to try to develop 
into a planning team that would function with rotating leadership and 
make all in^rtant decisions on a group basis. The commitment to 
organize ourselves in this manner was an attemp^^^ investigate the 
potential strengths ^d weaknesses^ of an organizational model in which 
decision-making responsibilities are broadly distributed. It w^s hop^4 
that our insights into this process would be' useful in formulating the 
organizational model for the School of Health Professions. 

, The immediate result of thi3 investment in team-building was an , 
"extensive sharing of information and feelings among ourselves j with the 



consequence that comrnnicdtlons with one another were probably better 
than in similarly assembled groiqjs. However, as in any grpi^, philosoplaic 
and stylistic differences did^^exist amcSng individual menfcers, and tliese. 
at times interfere^ with .^effective team-building, despite conscientious 
-efforts to reach ohx common goal. * ' * ^ • 

.Retrospectively^ we feel' that our difficulties could liave been • 
minimized and olir)positive results ma^dmizecvlf We had, early in 
the ^tudy, retained a consultant Skilled in groi^i protess and te^-. \ 
development. ^ ' ^ 

Such a consultant, who would have continued to relate, in termittanfly 
to the planning staff, throughout the course of the study,*- could h^Ve 
brought the^ objectivity, .investment of time,' and .the single- purposiw- 
ness- which the planning team meiribers - themselves heavily Mimersed in 
planning the Sdiool - could not provide, but which would have helped 
-us 'to accomplish^ our team goals moreu fully. < I * ■ ^ 



. : 'v;->^-U: v'.y; 

j-' ' Hiis xbcument reflefcts the ODni>iAed. ef f oi^ AlJnan)r;pec^le.'. W?. 
would like to express our special gratitjude to 1iie.foll<ivd^ ^d 
to all those wHo contributed their -thou^ts and id^is to this. 3^tudy. . . 
This, stud/, began ;with the generosity and/si^ppti: ..o£^' 
" Sdiwaiterg, Jr. , . and the ideas of WilliSin/Anders)oril> Gaty, ArsJisEilu- leRoy , 
•Cagnone,,SV«gust Colenbrander, John <Jaiible> Jaines Halcoirb^V H5ward ^fy'ers ,, 
.?red' Ramsay, Bruce Spivey, and Gedrge' Z. Wiltiams^*/,;.. V • \ • 

Active part-time' njenbers of the planning. Staff ' 
• ^ Colenbrander,^ Sandra HeXlman, and Howard", ^!^€rs. • E,acfh ^{as. aCiii|>prtant 
resource rf or the plan. ' • '* ^ - - \' 

Roger. Bennett .provided continual help l>ef(5re 4^d- duri^ng'the, sttxJy 
. as a finanpi^il' consultant ^ and irajch inoxe.*^, Other cohsuitants inpiuded 
- V Paiil Brucker, Donald Tijlk, 'Edward pljmn,'. Eleanor Gi^atridc, terfesrta ; 
Hemaoidez^ Itzhak. Jacoby, 'H* *Paul Jolly/ Harold- Levine, Christine McGuire, 
.Jtobert Parks, Gerald Perlmufter, Evert Reerink, 18uth Pbemer,, Terry Rogers^ 
\ Sfielden -RpviA/ Laura* Shei^ SteVen^ tfeiner^/" tod Avrtm Yedidia, . 

, Consult ants for the-<Jeveldpraent of the njo.dule'.Srtucfy guides were: " 
.Keith. ^Cohn^^ilJ^evd^JEvexsoI^^^ Robert^ 
. Middle ton/ Linda Nave, Rot)ert Rakel, George Jftob^iiyt aid Alva Wheatl^y. 
• 'Many peoplis in the*Uhiversity^f the Pacific and Pacific Medical 
Center -were invaluable. *Wp' should, lik^ *to single out Clifford, i . ' 
Sawarberg, Jr., for continued Sipport,; and Martin Bro.tmsihi AlistaiY 
McCrone, Lynn. Fontaine,, John Gamble, James* Pride,. Carle ton ^'Mathewson,' 
and George Z. Williains ^or their particularly* active interest in the / ' 
projects The Ad Hoc Committee of th6*liiiversity of the PacijEiD Bci^rd , - 
, of Regents, organized to\consider inAlemeri.fation of a'Sdiooi of Health ' 
Professions, helped us clarify our thinking. Many of the Ihlversity's 
administrators devoted considerable time and interest to oiJr efforts; 
we wish to thank especially Stanley E. McCaffrey, .President,* and , > 
*r Clifford L. DocSiteiman, Clifford Hand, and Robert R. Winterberg. ^ ' 
' Members of the SHP Task Force composed of Uiiversity of the 
Pacific and Pacific Kfedical Center personnel and of others from the San * 
Francisco Bay Area deserve a special acknowledgment fgr their time and * 



energy spent in riumsrous sessions with the planners. Nfeirfcers and 

alternates not ^ready mentxOTefd include-: Roger Burgess, Allison. Leak, 

Eva Maas> Jdm Niebauet, John Osbom, Byron Pevehouse, M^rianna P.iedc, 

Betty Gillespie Pollack, Ivafi Rowland^ David Schutes, and Lois Scully. 

, To Alice Ring, Milton Kelly, Jam?s King, and Mildred Snyder our 

thanks for clarifying our thou^ts and generally offerihg si:5)port, and 

our thanks also fo Irv Rubin for generously sharing his materials on 
* . ' - * • 

health-team develdpnfent. 

» SeWral schools and institutions wefe vis;ited during the course of 
llie study. Among the^se people viho helped us by providing; successful 
exanrples of some of the concepts proposed in this report vere Daniel 
Bloorafield, ,Will4am Sorlie, Thomas Ganble, and others at the liiiversity 
of the Illinois/Urbana, and James Griesen, Robert Folk, Robert Beran, 
and Gregory Trzebiatowski at Ohio State. Richardson Noback and others 
at the University of Missouri/Kansas City likewise helped in thi? regard. 

' 'Our appreciation is extendecl to all those \Aio graciously welcomed 
us to various clinical sites in San Francisco and in the East - 
especially to Linda Clever at St. Mary's (San ^Tancisco), Jo Bouffqrd 
at the Iivstjitute" for Health Team Development (Ndw Yoric City) , Ihomas 
del Banco aitd Tony Komaroff at Beth Israel Hospital (Boston)-, and' 
Ardii? Golden at the Johns Hopkins School of Hpa^th ^Services , • 
(Baltimore). . , . ; ' ^ • ' , ' . , 

. Our gratitude is warmly extended to George E. Miller, ^ose 
presence and -inf luence/were f^lt throughout •the study. 

\' Our special thanks go -to Mary S. .Burkhart, Lynne Peek, and Jenny ' 
Comwe.ll who provided stenographic and moral support and .general 
^sistance throughout, .to Nancy Jaxdcsoji. who keptLth.e affairs^ of tiie 
grd.i5> 'in dyder, and to Frank' Cameron, lAo -provided' editorial assistance. 
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SITES VISITED , 

In conducting this study/ visits were made' to the following 
educational institutions and patient- qare facilities: 

• Beth Israel Airfbulatoiy Care Center • 
Boston, Massachusetts 

t Institute fol- Health Team Developnjent 
Bronx, New York 

# The Johns Hopkinis University 
School of Health Services 
Baltimore, Maryland 

m McMaster Ihivprsity 
Ontario, Canada. 

• ' • Dr. Martin liuther King, Jr. , Health Center ; ^ 
Bronx, New. York 

Chio Staje Uhiversity, ' . \ 
School d£* Medicine - \ . ' • 

Independent Stucfy Program 
• . ';.Coltinfous,* (Siio / 

# ' Uhiversity of .Illinois . ■ . / 

. College of Medicine^ . ^ ^ . 

Sch'odl of Basic Medical Sciences 
' • . 1 . ' ' Chan^Jaign, - Urbana, Illinois^ , 

• ' -liiiversity -of British Columbia' • 

Vancouver, Brpftish Colunbia 
. . * Canada ^^'^ . - 

m Uhiversity q£ Missoiiri.. " ^ ' ^ . ' 
, Sdiool pf Nfedicine^ ' • . ' ' 

- ; Kansas City, Missouri; ; 
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